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Introduction
Introduction to the Portfolio
Introduction
This portfolio consists of a selection of work that has been carried out in partial 
fulfilment of the Practitioner Doctorate in Psychotherapeutic and Counselling 
Psychology course at the University of Surrey. It is comprised of three dossiers: 
academic, therapeutic practice and research, all of which represent the collection of 
interests, experiences and hard labours of my’three year journey towards qualification as 
a counselling psychologist. It is hoped that these dossiers will demonstrate the range of 
skills and competencies that I have acquired during the course of my training. 
Counselling psychology acknowledges that both therapy and research are dynamic 
processes and that the therapist’s and the researcher’s interpretations will inevitably be 
coloured by their own experiences, conceptions and theoretical frameworks. I will 
therefore attempt to elucidate what first drew me to counselling psychology by 
providing some background history as this has inevitably influenced my research and 
clinical interests.
Background
From a very tender age, and on throughout my formative years, I have consistently 
involved myself in the world of communication based activities. Whilst at school I 
became a part-time tennis coach, I was involved in organising many tennis/sport clinics 
for both children and adults. This ingrained the key trait of communication that I have 
worked hard to foster in the proceeding years. Having first hand experience of the 
benefits of cognitive techniques used in tennis such as match visualisations, imagery and 
behavioural techniques indicated to me the wide ranging scope of how psychology could 
be applied\ After finishing school I completed a diploma in Applied Physiology and 
Health Sciences. This course was extremely influential in determining the future field I 
pursued and it gave me a clear picture that I wished to progress within the health 
profession. Psychology, however, was one of the core subjects on this course and with 
the direction and encouragement of the faculty and course director I decided to apply for 
BSc in psychology. Additionally, I began to become aware of the unique relationship
1 D u rin g  m y  B Sc th esis  I g o t th e  o p p o itu n ity  to  em p irica lly  investiga te  tlie effec t o f  b eh a v io u ra l an d  co g n itiv e  stra teg ies  w itliin  the g am e o f  tenn is
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between our physical body and psychological mind. This awareness was not only an 
academic awareness through the physiology course I was studying, but through personal 
experience of suffering from chronic low back pain and finding ways to alleviate the 
pain through cognitive strategies such as mindfulness.
Whilst completing my BSc I wished to view the theory I was learning in practice so I 
volunteered as a Key Worker twice a week for one year in Northern Ireland Mental 
Health drop-in centre for individuals experiencing mild to moderate symptoms of 
schizophrenia. Working in Northern Ireland Mental Health was an amazing and crucial 
learning experience for me and my experiences strengthened my resolve to pursue a 
career in the area of mental health. With this in mind, I also worked for some time with 
a clinical Psychologist. Although I enjoyed my experience there, I found this clinical 
field too reliant on ‘techniques’ while working with clients as opposed to a more 
humanistic approach.
After completing my BSc, I choose to obtain a working experience of a completely 
different culture. I was employed by the Japanese government in the South of Japan as 
an English teacher. Travelling has allowed me to assimilate the cultural differences I 
have found interesting and appealing. Being in contact with different philosophies has 
broken down a lot of my illusions surrounding the human psyche. Additionally, I 
believe the sub-culture of my own family also fascinated me. I believe these experiences 
of different ‘cultures’ spurred my personal quest to better understand my own emotions, 
thought processes and behaviours and how these relates to the way others think and 
behave, in differencing contexts. These experiences further directed me to the world of 
counselling psychology.
In an effort to get more experience with working with those with mental health issues I 
worked in a drop in centre in the West of Ireland. The focus of my work in the drop-in 
centre was on building interpersonal relationships and the drop-in centre provided a 
context within which I could give emotional support to others, through group work or as 
a key worker. As I lived close to the drop-in centre I was familiar with many of the
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service users prior to beginning work there and as result many ethical issues such as 
boundaries issues evolved and were worked through with my supervisor. It was my 
experiences in the drop-in center that copper-fastened my desire to become a therapist 
and in an effort to prepare myself for my graduate training I completed a pre-diploma in 
counselling skills. My work in the drop in centre impressed upon me the value of 
acquiring high calibre training in the theory and practice of psychotherapeutic 
psychology in order to become a competent, responsible and informed practitioner. 
After completing the counselling course, I contemplated doing psychotherapy training 
but felt that I did not know enough about any of the therapeutic approaches in order to 
determine which type of psyehotherapy training would most accord with my values and 
personal way of being. One of the reasons for choosing counselling psychology was the 
value it places on learning about different therapeutie approaches and its openness to 
different ways of seeking to understand the complexity of what it means to be human.
It was in fact counselling psychology’s humanistic value base, including the rejection of 
the medical model and the endorsement of the seientist-practitioner model, attention to 
process and emphasis on the centrality of the therapeutic relationship, which were 
determining factors in my decision to train in this profession. I was also very much 
drawn to the recognition within counselling psychology of the importanee of having 
one’s own personal therapy, emphasising the need for me as a therapist and as a person 
to become more aware of myself and recognising both what I might be bringing to and 
my role in the therapeutic relationship. As I have progressed through my training I have 
eome to appreciate even more the special identity of counselling psychology.
I will now turn to the contents of this portfolio in an effort to introduce the work I 
undertook across the different areas of training.
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Academic Dossier
The academic dossier contains a selection of academic papers submitted during my 
training. The first paper entitled, ‘The development of protective mechanisms in 
childhood and its implications for therapy’, was submitted as part of the ‘Lifespan 
Development’ module. My impetus to write this paper came from a previous lack of 
knowledge and curiosity regarding how some clients with similar historical backgrounds 
can somehow survive major trauma in their life while on the other hand some other 
clients with similar backgrounds struggle enormously. I subsequently presented this 
paper to my cohorts which gave me the opportunity to openly discuss any criticisms I 
and my cohorts had on the topic area. Through writing this paper I have become aware 
of the development of some childhood protective mechanisms that can become apparent 
whilst working therapeutically with adults with mental health difficulties.
The following two papers were submitted as part of the ‘Advanced Theory and Therapy 
I & IT module and illustrate a grasp of psychodynamic and cognitive-behavioural theory 
respectively. The importance of engaging in self-reflection was brought home to me in 
my second year of my training when I was working with a client experiencing bulimia 
nervosa. Initially, I experienced a great resistance within the therapeutic relationship, 
which led me to receive much supervision and do much reading surrounding the concept 
of resistance. It subsequently spurred me to write the paper entitled, ‘Resistance: An 
essential element of the therapeutie relationship’, in which I attempt to provide a 
historical account of the main developments of the concept of resistance and by using 
clinieal material from my psychodynamic placement. I try to demonstrate how 
resistance could be a useful source of information about the client’s internal world and 
how it could form the solid basis for effective therapeutic understanding and 
interpretation.
In my third year of training I practiced from a cognitive behavioural approach. In the 
paper entitled ‘In cognitive therapy, how would the therapist understand and work with 
difficulties that arise in the therapeutic relationship?’, I review recent developments in 
the literature of cognitive therapy which indicate that the therapeutie relationship is not
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only considered as a necessary condition for change but also a mechanism which can 
facilitate change in therapy and I link these ideas to my own therapeutie practice via 
clinical vignettes from my cognitive placement. This paper reflects my understanding of 
the therapeutic relationship as pivotal to therapeutic outcome and it helped me to find 
ways of integrating more cognitive approaches into my practices. I have found it to be 
within the context of the therapeutic relationship itself that the conceptual understanding 
of the principles of cognitive therapy gain their meaning. It has also provided an 
overarching context for learning about the practice of cognitive therapy and in 
understanding my own reactions to clients and as a means of ‘unhooking’ from such 
interactions.
Both these papers demonstrate how my knowledge of these two models of psychological 
therapy has impacted upon my therapeutic work. Also, although these papers examine 
aspects of two different theoretical perspectives, they are linked to some extent by the 
acknowledgment of the therapist’s role in the therapeutic endeavour and the emphasis 
placed on the therapeutic relationship as a central component of the therapeutic process.
Therapeutic Practice Dossier
In the therapeutic practice dossier, the reader will find a short description of my 
placement(s) that I undertook in each of my three years. These summaries inform the 
reader about the type and duration of placement, the client population seen and the types 
of supervision received, including a brief account of therapeutic work and professional 
activities undertaken in each placement. I was very fortunate to have had three years of 
excellent placements where I was challenged and learnt a great deal about the 
therapeutic relationship. The final clinieal paper gives an account of my personal 
journey towards the acquisition and formation of my professional development as a 
counselling psychologist. It expands and clarifies some of the arguments made in the 
academic papers and highlights the various elements of my training experience that have 
played an important role in developing my present position as a trainee counselling 
psychologist nearing qualification.
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Research Dossier
The portfolio concludes with the research dossier which includes a literature review and 
two empirical studies, including appendices. The theme that links all three pieces is the 
investigation of chronic pain. The investigation of this field is closely tied to my long­
standing fascination with the relationship between body and mind and also from my 
own personal experience of having chronic pain.
The literature review focuses on the CBT approach to chronic pain and depression. The 
impetus to research this area in particular was a combination of my previous ‘cognitive- 
behavioural’ approach to my own struggle with chronic pain and my own encounter 
with the high prevalence of individuals who experienced chronic pain but who also 
experienced depression. When I began searching for literature about chronie pain within 
counselling psychology I was shocked with the lack of literature within the area. This 
made me determined to attempt to look at this topie from the viewpoint of a trainee 
counselling psyehologist. Although, the challenge was enjoyable, I would be lying if I 
said I did not struggle. I found the literature to be in contrast to the informal, client- 
centred language found within counselling psychology. It was formal, medicalised and I 
attempted to modify it without the essence of what was been said. I endeavoured to put 
the counselling psychologist into this domain by attempting to outline how a therapist 
would work therapeutically with a client presenting with chronic pain and depression. 
This prompted me to carry out qualitative research during my second year on the 
experience of individuals suffering from both depression and chronic pain. I felt much 
more personally involved in my second year because of the interpersonal nature of my 
contaet with my participants who I interviewed. The qualitative study was a much more 
enjoyable experience because it reminded me of the therapeutic encounter. I very much 
enjoyed meeting my partieipants for interview especially given that they felt that the 
exploration was a worthwhile and good experience.
Finally, the findings from my qualitative study formed some of the basis for my last 
research project. I decided to investigate what might be contributing to what the 
participants in my qualitative study felt was a lack of understanding by the health
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services. I decided to look at some variables such as prior beliefs about chronie pain 
sufferers, gender and the presence or laek of medical evidence for pain in respect to 
expectations for therapy, in the hope of shedding some light onto what psychologists 
may be contributing to this reported lack of understanding. The last piece of research 
was very ehallenging as I struggled (similar to the first year study) with researching an 
area that was very medicalised and unfamiliar to counselling psychology and I was also 
disappointed that the results did not support my hypotheses. However, this was an 
important piece of learning for me both in terms of dealing with situations when things 
do not turn out as expected and tolerating that frustration, and learning a new 
methodology.
Concluding comments
This portfolio is the culmination of three years of doctoral study. The papers included 
reflect both my personal and professional experiences. I hope that my efforts to 
acknowledge and reflect upon my own processes are evident throughout. I feel that my 
three years of training have provided me with a solid foundation on which to build, 
making me aware of how little I know and how much more there is to learn, experience 
and discover and that my development in all senses of the work is a constant and 
enduring process. Overall, I have mainly corrected the grammar and spelling mistakes 
but little of the content because I wanted to show a realistic picture of my progress and 
development, my strengths and weaknesses, instead of attempting to portray a ‘perfect’ 
picture.
N.B. Details of individual clients have been ehanged and pseudonyms have been 
employed throughout this portfolio in order to protect client confidentiality.
Academic Dossier
INTRODUCTION TO THE ACADEMIC DOSSIER
The academic dossier contains three seleeted essays that were submitted during the 
PsychD. course. The first essay is concerned with exploring the development of 
proteetive mechanisms in childhood and its implications for therapy. The second essay 
discusses resistance from a psychodynamic perspective and its uses within the 
therapeutic relationship. Finally, the third essay considers how the therapist would 
understand and work with difficulties that arise in the therapeutic relationship in 
cognitive therapy.
Academic Dossier
The development of protective mechanisms in childhood and its 
implications for therapy
Introduction
Studies examining the short and long term effects of adverse childhood experiences 
have long been of primary importance to both researchers and therapists interested in 
developmental processes (Scott-Heller, 1999). Over the last twenty or thirty years there 
has been a growing interest in the concept of resilienee (Rutter, 1999). This emerged 
primarily from studies of children who function competently despite exposure to 
adversity when psychopathology was expected (Rutter, 1987). The concept of resilience 
is neeessarily and appropriately broad, as shown by numerous reviews of the topic 
(Cicchetti, 1990; Lambert, 2001; Luther & Zigler, 1991). Within a developmental 
framework, resilience or competence is viewed as the ability to use internal and external 
resources suceessfully to resolve stage-salient developmental issues (Waters and Sroufe, 
1983).
In recent years not only has there been a shift of focus from vulnerability to resilience, 
but also from risk variables to the process of negotiating risk situation. Particularly 
during the 1970s and 1980s, there were many efforts to determine the nature of effective 
protective mechanisms by which individuals deal with the stress and adversity to which 
they are exposed (Rutter, 1981). This resulted in the examination of risk in terms of 
mechanisms, rather than factors, emphasising that there are processes by which 
exposure to a risk factor interacts with a child in the eontext of his or her life (Rutter, 
1987). It is in this eontext of risk negotiation that attention was turned to protective 
mechanisms (Rutter, 1990). Rutter (1987) thought that an understanding of the 
mechanisms involved should throw crucial light on the processes involved in risk itself, 
as well as having implications for prevention and intervention. In the same article, 
Rutter pinpoints the necessary use of the terms process and mechanism as opposed to 
variable or factor, beeause any one variable may act as a risk factor in one situation but
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as a vulnerability factor in another. He also believes it is the process or meehanism, not 
the variable, that determines the function, where-by the protective mechanism involves a 
modification of the person’s response to the risk situation.
From this standpoint this essay sets about searching not for broadly defined proteetive 
factors but rather for the developmental and situational mechanisms involved in 
protective processes. These processes will be examined on three different eeosystem 
levels; the child, family and various community contexts. Resilience involves a range of 
processes that brings together quite diverse mechanisms operating before, during and 
after the encounter with the stress experience that is being considered, and therefore it is 
necessary to appreciate how this needs to operate. Thus some mechanisms will be 
highlighted. However, it should be noted here that this list is not comprehensive and 
there are probably as many meehanisms as there are risks. Each mechanism will be 
highlighted with examples and where relevant, implieations for therapeutic interventions 
will be given. This essay will eonelude with comments on it’s implications for clinical 
practice, its limitations and finally, some eomments on the mechanisms used.
Mechanisms involved in the development of resilience
The first mechanism that can facilitate the development of resilience is the reduction of 
risk impact. Rutter (1987) pinpoints how this operates in either of two ways. Firstly, 
removing the child from the risk, such regulation of the child’s peer group activities 
outside of the home may reduce the risk of delinquency for children reared in a high-risk 
environment (Patterson and Stouthamer-Loeber, 1984). Secondly, removing the risk 
from the child, for example, assisting a family to climb out of poverty (Howe, Brandon, 
Hinings & Schofield, 1999). The ehild themselves may reduce exposure to risk by 
physieally distancing themselves from an adverse situation. This eould involve a child 
forming stronger attachments with other family members to avoid an alcoholic parent 
which they may see as an ‘illness’ and not any fault in themselves. Although, the 
reduction of risk impact seems a plausible mechanism in the development of resilienee 
the research fails to omit how either the carer, the therapist, the family or the child
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themselves, would achieve such an idealistic goal and whether forming stronger 
attachments with other family members can be initially and eoncretely achieved.
The seeond group of protective mechanisms concerns those that reduce the negative 
chain reactions that follow risk exposure and which serve to perpetuate the risk effects. 
McCubbin and Patterson (1983, p i 5) used the phrase ‘pile-up of family demands’ to 
describe such an accumulation of sources of stress in the family. When a need is unmet, 
it can generate more problems, hence increasing the risks. When child’s own family 
provides pervasively negative experiences, in terms of intervention it may be helpful for 
the children to develop social ties outside the family and to seek pleasures and rewards 
from extra-familial activities (Rutter, 1999). When a child becomes ‘looked after’, that 
event is, by definition, an attempt to interrupt a negative chain of events. However, care 
must be taken not to simply move the child from one maladaptive developmental 
pathway to another. The aim must be to allow the child to move to a more adaptive 
trajectory; by promoting positive chain reactions in the place of negative ones (Lambert, 
2001). The task in promoting resilience is to interrupt this negative chain of events by 
altering the child’s internal working model. To do this, the child must experience a 
relationship with carers which promotes secure .attachments, thus altering their negative 
view of self, others and relationships (Lambert, 2001). It is noteworthy that the 
protective function does not simply reside within the child; intrinsic qualities that may 
be relevant to constitutional vulnerability also influence other peoples’ reactions to the 
child.
The third mechanism, the process of opening up opportunities, is closely connected to 
the eoncept of ‘turning points’. It is evident that, in order to break the vieious circle of 
negative chain reactions, new experiences which provide a break from the past and open 
up new experiences are likely to be important. A study carried out by West (1982); 
found that the delinquency rate dropped in boys from inner city London who moved 
with their families away from the metropolis. This geographical move is an example of 
how beneficial effects can be found through the change of peer groups.
11
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The fourth meehanism is the realistie cognitive processing of experiences. As children 
differ in how they view bad experiences that they have had, it seems plausible to 
suppose that ehildren’s individual style of cognitive processing could be important in 
determining whether or not resilienee develops. For example, in a therapeutic setting it 
is the role of th e . eounselling psychologist’ to ensure that when a ehild becomes 
separated from a sibling or if parents are having marital eonfliet, that the ehild 
cognitively processes the meaning of the event(s) in a manner that is adaptive and makes 
sense to the ehild themselves.
The fifth mechanism is the promotion of self-esteem and self-effieacy. Rutter (1987, 
p327) suggests two types of experiences that are influential in the development of both 
self-esteem and self-efficaey; ‘secure and harmonious love relationships’ and ‘the 
suecessful aceomplishment of tasks important to the individual’. As a result of poor 
early attachment relationships a child may develop low self-esteem. However, 
experience of positive relationships at any age may improve self-eoneepts (Lambert, 
2001). This would imply that the most effeetive way of promoting self-esteem in ‘at- 
risk’ children is through a secure relationship. This may involve putting a ehild in an 
environment that as closely as possible matehes,their needs, giving the new environment 
the greatest possible chance of success. An important way in which ‘at-risk’ children 
can be helped to feel a sense of accomplishment is through involvement in the decision­
making processes about their own care. This could include more client led decision­
making in the therapeutic setting. Through being involved, more importantly in these 
protective mechanistic interventions, the message is conveyed to them that what they do 
and what they say makes a difference, thereby fostering an important sense of self- 
efficacy (Gilligan, 1997). Unfortunately, Rutter, (1987) did not outline any intervention 
or management plan if these ‘secure and harmonious love relationships’ and ‘the 
successful accomplishment of tasks important to the individual’ are not available. It 
appears that they have made the assumption that these interventions will work equally 
for all children and thus have not outlines the limitations to any such intervention.
* The term ‘counselling psychologist’ is used throughout. However, this does not diminish the paper’s 
relevance to other therapists.
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The sixth mechanism involves the development of eommunication processes within the 
child, family, and the community at large. Communication processes which clarify 
ambiguous situations, encourage open emotional expression and empathetic responses, 
and foster collaborative problem solving are especially important in facilitating 
resilience (Walsh, 2002). From the same research Walsh (2002) also points out that 
when communieation processes are involved in family therapy it can help shift families 
from a crisis-reactive mode to a proactive stance, antieipating and preparing for the 
future. This “family resilience framework” (Walsh, 2002, p4) foeuses attention on 
family strengths under stress rather than on pathology, drawing on systemic narrative 
therapy (White and Epston, 1990) concepts and practice. Most important, this may lead 
to interventions which help families in problematic situations to imagine a better future 
and take actual steps towards achieving their hopes and aspirations.
The final protective mechanism to be discussed is emotional responsivity. Egeland, 
Carlson and Sroufe (1993) found that a secure attaehment relationship in infancy serves 
a crucial protective function. The same researchers added that children who have been 
chronically deprived of an emotionally responsive carer relationship show severe 
impairment in functioning in all areas of development. This particular mechanism could 
possibly incorporate the first three mechanisms; reduction of risk, reducing the negative 
chain reaction and opening up opportunities. For example, risk may be reduced by 
removing a child from an adverse situation i.e. abusive father, and placing him/her in a 
foster family. Whilst in a new family, supportive attachment relationship(s) can be 
formed which may alter the child’s negative view of him/herself and others. The ehild 
develops confidence in the self and ability to elicit positive responses from others 
through the developmental transaetion experience in an environmental context. New 
resources may be found that can reduce previous pile up of unmet problems that are in a 
negative chain reaction. New openings and opportunities are created for the child in a 
healthy family that makes a break from the past and a turning point in the child’s life.
13
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Practice implications
Research on resilience phenomena has changed the nature of the frameworks, goals, 
assessments, strategies and the evaluations in fields of prevention and treatment 
(Masten, 2001). These protective mechanisms have been used in therapy, with the aim 
of bringing about a modified patterning that could break the lasting influenees deriving 
from dysfunctional modes of interpersonal interaction (Patterson, 2002; Walsh, 2002). 
Rutter (1982) drew attention to several beneficial changes in psychologieal therapies 
that were taking place, many of which had been prompted or fostered by family therapy 
coneepts and practiees. Thus a greater use was being made of focused, briefer 
interventions with elear goals of what needed to be achieved and with explicit 
hypotheses about the meehanisms that might mediate change. In a clinical setting there 
is a need to consider how a child’s own behaviour serves to shape other people’s 
responses and hence the interpersonal interactions experienced. A reduction o f negative 
impact constitutes a critical issue in therapy. Parental supervision and monitoring of 
their children’s activities is important in limiting exposure to risks in the peer group and 
community. Steps to avoid or reduce the seape-goating or targeting of individual 
children when parents are under stress is also vital. When the atmosphere and 
experienees at home are very bad, children may choose to distance themselves from the 
family and it may be helpful for them to do so, thus reducing the risk of impaet. The 
findings from the research into resilience emphasise the importance of interventions to 
reduee the likelihood that vicious circles of eoercive interchange will develop. In 
addition, however, they serve as a reminder that both risk and proteetive factors operate 
in the peer group and community as well as within the family.
Limitations of resilience research
After highlighting many of the mechanisms involved in the development of resilience, it 
should be noted that these mechanisms must be used with caution in clinical practice. 
The limitations of much of the mentioned research are that the protective mechanisms 
have not been explored for children from different racial or ethnic backgrounds, or for 
those from varied economic backgrounds. Oftentimes, these meehanisms omit the 
family’s world-view, which can be instrumental in shaping day-to-day family
14
Academic Dossier
functioning. A family’s world-view shapes their orientation to the world outside of the 
family and is often grounded in cultural or religious beliefs. Whilst implementing 
protective mechanisms the therapist should be aware of individual differences among 
clients, such as, genetic defects, instrumentality, temperament and learning disabilities. 
Gender difference is a major factor that a counselling psychologist should be aware of. 
It is important for the counselling psychologist to explore whether there are gender 
differenees in the ability to mobilise effective eoping resources in response to stress. An 
example of this difference is shown by Gore and Aseltine (1995), who found that boys’ 
support from peers buffered the negative emotions associated with this conflict, while 
for girls, having strong peer support appeared to amplify emotional responses to stress. 
It is important to explore these individual differenees which may lead to increased or 
decreased vulnerability to adverse situations. At the same time, therapists should make 
no assumptions that these proteetive mechanisms should work equally for all ehildren.
One should also be attentive to what Gore and Aseltine (1995) called ‘matching theory’. 
These researeher’s findings lend support to the utility of matching risk factor and 
protective mechanism. The fact that some types of proteetive factors have very specific 
domains within which they can operate also offers one reason why having more coping- 
related resources is better. It also should be noted that a protective mechanism that 
works for one adverse situation does not imply that the same mechanism will work for a 
different adverse situation. It does not predict later competence in a linear deterministic 
manner; rather, resilience at one period is thought to make the individual broadly 
adapted to the environment and prepared for competence in the next period (Sroufe and 
Rutter, 1984).
Historically, images of resilience in both scholarly work and media implied that there 
was something remarkable or special about these children, often described by words 
such as invulnerable or invincible (Masten, 2001). Now resilience is seen as a common 
phenomenon. Great emphasis appears to be plaeed on basic human adaptational 
systems. It is in this theoretical mind frame that protective proeesses were bom. 
Therefore, it is important to be aware that if  a new ‘paradigm’ or theoretical shift occurs
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again, will protective mechanisms still carry such importance? If there were a return to 
the ‘invincible child’ view would there be sueh an emphasis on the developmental or 
interventional approach to resilience? Finally, resilience has helped to rekindle the 
interest in positive psychology and adaptive proeesses in human development (Maste, 
2001, p227). However, the field of positive psychology may look at resilience through 
rose-tinted glasses and may not be aware or prepared for the limitations and the 
complexity of such a concept as resilienee. The outlined research portrays a sense of 
optimism in an area of developmental psychology that is refreshing. However, it does 
not appear to explore the limitations of these interventions such as if the interventions 
fail or if there are only limited resources to put such interventions in place and how to 
deal with these when working therapeutieally with this client group. Perhaps a word of 
warning for counselling psychologists not to be overly optimistie with your tool bag of 
protective mechanisms and to be aware of some of its limitations.
Concluding comments
The concept of resilience is of great importance, it provides us with information 
concerning protective mechanisms. It is these mechanisms that allow us to develop 
resilience in children through therapeutic interventions and thus find ways for many 
children to cope with adverse situations. It is necessary that a counselling psychologist 
consider the circumstances when a mechanism would be appropriate to help initiate the 
development of resilience. It could be argued that the proeess of defining the situation is 
a critical component in understanding resilience processes because these appraisals are 
crucial in the chain of protective mechanisms (Patterson, 2002). In particular, 
counselling psychologists should look at the protective mechanisms working at key 
points in the child’s life when a risk adversity ean be transformed into a coping strategy. 
The findings from research, some of which has been highlighted here, emphasises the 
need for interventions to reduce the likelihood that vicious circles will develop. In 
addition, it was shown these protective mechanisms operate not only within the 
individual but both family and community.
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Resistance: an essential element of the therapeutic relationship
Introduction
When clients attend therapy, it is often clear that they are looking for relief from their 
acute affective symptoms. Frequently, these clients are considerably uncertain as to 
whether they are willing to change their long-standing patterns of functioning. 
Therefore, it is common for clients to fail to collaborate or co-operate optimally with the 
therapist\ Therapeutic change is difficult and often somewhat frightening. Thus it is 
reasonable to expect many clients to show occasional signs of resistance with therapy 
that attempts to induce such change. The handling of resistance has indeed remained one 
of the two cornerstones of psychoanalytic technique, the other being the interpretation of 
transference (White, 1996). Also owing to the fact that it was Freud’s discovery of the 
importance of analysing resistances that was prominent in the beginning of 
psychoanalysis and psychoanalytic technique (Freud, 1914; Greenson, 1995; Jones, 
1953). For these reasons, I have selected the subject of resistance as the aspect of the 
therapeutic relationship to discuss.
This essay explores the meaning and function of client resistance. Both interactional and 
intrapsychic dimensions of resistance and its implications for clinical practice are 
examined. Some of the possible ways to analyse resistances are outlined and explored. 
This discussion ends with an outline of some of the therapist resistance, which are also 
very important, yet perhaps all too frequently glossed over. Finally, clinical vignettes 
will be used through out to illustrate certain aspects of resistance.
’ Throughout this paper the term ‘therapist’ is used to refer to psychoanalytic practitioner or 
counselling psychologist.
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Historical aspect
The word resistance summons up a multitude of meanings for the psychoanalytic 
therapist. Greenson (1995) viewed it as a counterforce to the analysis, which functions 
to defend the client’s neurosis and thus includes all the ‘defensive operations’ of the 
mental apparatus. Bateman and Holmes (1995) describe resistance as ranging from 
intellectualising, emoting, missing sessions, obsessively turning up on time, discounting 
the analytic relationship, eroticising the relationship, developing new symptoms or 
making a ‘flight into health’.
For a more complete appreciation of what resistance means to the psychoanalytic 
therapist, it is useful to adopt a historical perspective. The observation that all clients 
devote considerable time and energy to activities and attitudes that impede their analytic 
progress has impressed therapists of every persuasion (Bachant, 1998). Freud’s 
definition of resistance as “whatever interrupts the progress of analytic work” (Freud, 
1900, p517) focuses on the psychoanalytic situation. This formulation, elegant in its 
simplicity, allows us to access the intrapsychic and interactional triggers of resistance, 
both of which are essential in developing the fullest emotional understanding of analytic 
process. Resistance itself came to be viewed as an inappropriate or unproductive activity 
on the part of the client. Freud originally considered resistance to be client misbehaviour 
but later saw it as a necessary part of the therapeutic process (Karon & Widener, 1995).
Nevertheless, resistance was something to be overcome by the therapist. Indeed, 
traditional psychodynamic therapists have viewed resistance as part and parcel of the 
therapeutic process (Milman & Goldman, 1987; Wachtel, 1982), the result of the 
client’s ongoing conflict between their consciously professed desires to change and their 
unconscious fears about losing their safe ground and sense of identity (Greenson, 1967). 
Nowadays there continues to be an emphasis on understanding resistance along with a 
greater interest in understanding the anxiety behind it and interpreting this earlier on in 
the therapy than would have been originally the practice of the classical Freudians 
(Lemma, 2003).
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Classification of resistance
Due to the difficulties involved in the classification of the forms of resistance, all 
attempts at such classification appear to be of the nature of an academic exercise. The 
range of forms which resistances can take is probably infinite e.g. according to the 
source of resistance, fixation points, types of defense and diagnostic categories. It would 
therefore appear more useful to investigate the different sources of resistances, as these 
are probably much more limited in number and indicate something about the motivation 
for the particular resistance and its function at a particular time. In ‘Inhibitions, 
Symptoms and Anxiety’, Freud (1926) distinguished between five types of resistance 
according to their sources. Firstly, ‘resistance of repression’; functioning to prevent the 
recovery of repressed memories, emotions and phantasies. Secondly, ‘resistance of the 
transference’; taking the form of hostility to the therapeutic relationship or an 
unwillingness to see any relationship between emotions and thoughts about the therapist 
and previous relationships. Thirdly, ‘resistances deriving from secondary gains’; such 
secondary gains are in the form of the advantages and gratifications obtained from being 
ill and cared for. Fourthly, ‘Id-resistance’; the resistance of instinctual impulses to any 
change in one’s mode and form of expression. Finally, ‘Superego-resistance’; stemming 
from the client’s sense of guilt or his/her need for punishment.
The value of resistance
Despite the difficulty of working with resistance, it opens up invaluable clinical territory 
because it directs us to the psychological home of a person’s most profound needs 
(Bachant, 1996). What Winnicott (1974) called the “private citadel”; it maps out the 
boundaries of the soul. Resistance establishes a framework for understanding. It occurs 
at the crux of the client’s development; it points us (as therapists) to the place where 
crucial analytic work awaits our attention, to the specific attitude and/or behaviour that 
is blocking a more profound exploration or integration of psychic life. As clients come 
to understand that they act in certain ways in order to protect themselves, the therapist 
can, with appropriate tact and timing, use the experience of targeting resistance to access 
the buried wishes and fears, ideas and emotions that give rise to signals of danger.
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Understanding the essence of these unconscious desires is a crucial aspect of deepening 
the therapeutic process (Bachant, 1996).
Interactional and intrapsychic dimensions of resistance
Resistance can be seen as having interactional and intrapsychic dimensions, which exist 
in “a dynamic tension, continually informing and negating each other” (Bachant, 1998, 
pl26). Intrapsychically, there is a greater emphasis on blockages of ideas and emotions. 
Interactionally, the client focuses on the therapist as a person to be feared or avoided and 
withdraws from the relationship.
The intrapsychic aspect of resistance has been depicted by Ranged (1983, p i52), as a 
“defense against insight”. White (1996, p702) describes it as “a force that blocks 
memory or consciousness”. Whilst Greenson (1967, p36) described its function as 
defending the “status quo of the patient’s neurosis.” According to this formulation, 
resistance is an active force that guards the psychic equilibrium until an improved 
solution can be substituted and thus is a dynamic force that actively opposes any change 
that threatens intrapsychic balance. Attempts to alter this psychic equilibrium can be 
painful and are often psychologically unacceptable. Resistance can be seen here as the 
guardian of psychic equilibrium which incorporates the client’s efforts to hold onto early 
“solutions” that feel both desperately needed and painful to discard. To demonstrate the 
intrapsychic aspect and function of a client’s resistance I will outline an example from 
my own practice:
Fiona, a 20 year old university student came into therapy because she was suffering 
from symptoms o f depression and constant fear that people in her life would abandon 
her. During the first couple o f sessions, she mentioned that when she was 8 years old 
her father had an affair with her nanny. Shortly after this her father had another affair 
and her parents divorced soon after. Her mother remarried when she was 10, to a man 
she described as “possessive o f her mother”. Fiona felt that she was being “pushed 
out ” o f both her parent's lives and that soon she would be abandoned and all alone. 
Fiona learned to be the ‘useful one’. She sensed this gave her a purpose, which
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prevented her from being abandoned. Six months before Fiona began therapy her 
fa th er’s new wife gave birth to a baby girl. Fiona’s fears o f  abandonment increased as 
she felt she could no longer sustain this false s e lf  (Winnicott, 1965) and thus she 
arrived at therapy at this stage.
Throughout the first 3 sessions Fiona would give me pieces o f her story and then sit 
back in her chair, as if  to say, “Is that enough?” Her resistance gave me the distinct 
impression that she did not want to be in therapy, yet she returned every week, on time. 
In order to detect what pain she was trying to avoid or resist, I  asked Fiona whether she 
was feeling uncomfortable about being in therapy and sitting in silences. She explained 
that she believed I  could “see through the front ” she put on everyday and as a result I  
may not want her as my client any longer. During the session, we explored this false  
s e lf  and I  suspected she was using this as a mode o f  resisting. I  interpreted that Fiona 
could not be real because part o f her true feelings could not be expressed. I  wondered if  
she used her false s e lf  to mask the aggression and resentment she was feeling towards 
her parents fo r rejecting her and that the expression o f  these feelings is the one thing 
she must avoid at all costs, fo r  fear o f  the pain o f abandonment.
Following this session Fiona became a lot more ‘open \ She willingly described how 
scared she had been at revealing her ‘true se lf. I  later interpreted her resistance as a 
form ofpsychic protection from the possible or imagined fear o f  abandonment. Together 
we discussed how her childhood ‘strategy ’ o f being the ‘useful one ’ was not working 
any longer and needed to be modified in order to reduce the intrapsychic conflict she 
was experiencing.
The other dimension or mode is interactional resistance. This resistance is clearly 
directed toward the therapist as part of the transference process. In Schafer’s (1992) 
work, ‘Retelling a Life’, he equates the relevance of resistance as an interactional force 
that interferes with development, elevating interactive elements, especially the analysis 
of countertransference to a superordinate status. In the interactional realm, resistance is 
really a type of transference, where the mental contents that are transferred are
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predominately defensive. I will illustrate this interactional aspect with another brief 
clinical example:
Claire was a 25-year-old student who came to therapy presenting with symptoms o f  
depression. During the first 2 sessions we explored some o f the precipitating factors 
which may have caused the onset o f  her difficulties, these included failing some 
university modules and as a result being reprimanded by her father. Claire began to 
come late to sessions. After the second occurrence, I  asked how she fe lt about being late 
fo r our sessions. Claire did not attend the following session. During the next session 
Claire mentioned that she was looking at a web-site about Cognitive Therapy, which she 
found interesting and informative. Remembering the emphasis she put on the web-site I  
looked it up on my computer and the article completely undermined psychoanalytic 
therapy saying that it could “do more harm than good”. Then it occurred to me that she 
was trying to reprimand me like her father had done to her fo r  years. When I  interpreted 
this to Claire she explained that I  reminded her o f  her father who regards himself as 
superior and constantly ‘tells her off. She said that missing sessions and telling me 
about the web-site was her way o f reprimanding me in a controlled manner. This she 
explained gave her a sense o f  empowerment she never had with her father. Claire’s 
resistance gave us some valuable information about her relationship with her father, her 
resentment fo r  being constantly undermined and her desire for control and power. It 
also allowed us to make sense o f the internal object relationship, which was activated 
when the client experienced herself as needy ànd vulnerable in relation to me as the 
‘helper ’.
The two clinical vignettes have illustrated either an intrapsychic or an interpersonal 
element of resistance. However, this is not to say that these occur separately. I see 
resistance as a dialectical term; at any one moment, either the intrapsychic or 
interactional resistance stands out in a figure ground relationship. These two processes 
stand in a dynamic relationship to each other and both are necessary to a full description 
of analytic process.
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Resistance as a way of caring for ourselves
Resistance may temporarily slow a client’s progress, but it simultaneously expresses a 
protective wisdom that can never be fully verbalised by the client. Exploring the 
adaptive function of these archaic ‘solutions’ is often a crucial step in alleviating the 
painful affects that accompany them: depression, guilt, shame and anxiety. Approaching 
resistance as an ally of the therapeutic process allows us to recognise and appreciate the 
ability of clients to protect themselves. Addressing this adaptive dimension also 
mitigates resistance because by focusing on the ability of the client to take protective 
actions, fear that the ego will be helplessly overrun is diminished (Bachant, 1998). 
Examining these resistances is considered by many to be the most efficient and useful 
thing to do.
Analysing the resistance
Working with resistance shares a lot in common with how we approach defences 
(Lemma, 2003). Resistances can occur at any stage of therapy and either be “crass” 
(Glover, 1955, p256, such as missing appointments, breaking-off therapy or they can be 
“unobtrusive” (Glover, 1955, p256), as when the client may show themselves in the 
form of agreement with everything the therapist says.
Greenson (1995) named four distinct procedures that come under the heading of 
‘analysing’ resistances. These include confrontation, clarification, interpretation and 
working through. All of these procedures are aimed at furthering the client’s insight. 
The therapist first task is to recognise that a resistance is present. This may be simple 
when the resistance is obvious, but it is more difficult when the resistance is subtle, 
complex or vague. It is also important to consider whether it is a developmental deficit 
or a resistance.
Confrontation: The task of the therapist is to allow the client to become aware that s/he 
is resisting, to gain some insight into why s/he is resisting, what s/he is resisting and 
how s/he is resisting. No matter how clear the evidence of resistance may seem to be, 
the decisive factor is will the confrontation have meaning for the client?
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Clarification: The question is what painful emotion is the client trying to avoid. Also 
why and how is the client avoiding this pain? It is important to consider whether the 
resistance is intrapsychic or interpersonal or both. In order to answer some of these 
questions the therapist should allow the resistances to increase. This can be done by 
allowing for silences and asking for elaboration about a particular resistance.
“How does it feel to be late fo r  our sessions? ”
Interpretation of resistance: Here the therapist interprets the motives and the mode of 
resistance. The client is invited to be curious about the meaning of his/her behaviour 
before an interpretation is made e.g.
“I t ’s the third time you arrived late this month. Do you have any thoughts about this? ”
The therapist must try to grasp the emotions the client needs to protect him/herself from 
before interpreting the content of the resistance e.g.
“You seem to be quite anxious in the sessions recently. I  am wondering if  that might be 
why you arrived late, so that you have less time here”.
Working through: The final step is to make a fuller interpretation that takes into account 
the unconscious meaning of the resistance. At such times, interpretations are used to 
strip the client from old impasses they need , to break free from. If the moment is 
precisely right and the client is ready to deal with the realisation that such measures 
bring, these techniques can be profoundly effective. The problem is that the therapist 
often risks forcing the client into a premature insight that may not then become fully 
integrated into the client’s experience, because the ideas seem more the therapist’s than 
the client’s. It is important for the therapist to keep the resistance largely confined to 
empathie levels to allow for the possibility of insight. Such ‘working through’ as coined 
by Freud (1914), is often an arduous, difficult and painful task.
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The resistances of the therapist
When therapists talk informally about resistant clients, it is usually not with admiration. 
Therapists can call on the term to describe particularly difficult and frustrating clients 
when they are eager to find some seemingly explanatory concept to account for the 
failure of the therapy to move at a good pace, or to move at all. This has been felt by 
Schafer (1992), who has questioned the clinical usefulness of the term, claiming that it 
encourages an essentially oppositional view of analysis. It is also very important, yet 
perhaps all too frequently glossed over, to differentiate resistances from the client’s 
disagreement with us (as therapists) because we may have misunderstood them. This 
can contribute to a difficult impasse in.the work: the client’s ‘no’, sometimes does mean 
just that. It is mandatory to be honest with ourselves and examine the ways in which we 
may create or add to a resistance. Resistances can be mutual efforts by client and 
therapist to create and maintain nonprogressive interactive dynamics. Gerson (1996) 
named such mutually motivated states as ‘intersubjective resistances’, as they are 
sustained by each participant’s efforts to maintain the other in the familiar 
transference/countertransference formation.
Additionally, as therapists, we must examine resistance not only as a client variable, but 
also as a function of our approach i.e. am I acting in a disengaged manner? As resistance 
occurs in the context of the therapeutic setting it is important to acknowledge the 
reality/external factors that may compound a resistance. For example, when working as 
part of a multidisciplinary team we should be aware that the client may quite 
understandably have some anxieties about confidentiality, which could be translated into 
a resistance to share, as well as a by-product of contextual factors i.e. a client’s spouse 
who is actively undermining the client’s progress?
The encountering of the client’s world may at times be strange and disorientating. In my 
own experience, it has made me aware of my own unquestioned assumptions. As a 
therapist, the avoidance of this experience is often a great temptation. In this sense the 
act of viewing the client as ‘resisting’ may be alternatively viewed as an expression of 
my resistance to ‘being with’ the client. Given these potentialities it may be imperative
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for therapists (myself included) to conduct their own ‘analysis of resistance’ in terms of 
when their interaction with the client reveals less of an attempted entry and more of an 
assessment of implied need to change. This analysis may include common sense, 
personal life experiences, previous clinical experiences with the client and self- 
knowledge gained from the therapist’s own personal therapy.
Some final comments
In conclusion, it is apparent that resistance continues to be an essential part of the 
therapeutic relationship, providing the therapist with invaluable information about a 
client’s most profound needs. This essay examined the two dimensions of resistance; 
intrapsychic and interactional. However, a problem with some more contemporary 
thinking is that these dimensions of resistance have been split and we have been asked 
to ally ourselves with either one side or the other. A focus solely on the intrapsychic 
dimension of resistance or even psychic organisation neglects the human attribute of 
experiential adaptation, a special flexibility that allows us to assimilate and 
accommodate novel experience. Alternatively, development of the interactive dimension 
of constructing experience, essential in its own right, becomes problematic when it 
neglects the significance of resistance as an indicator of the emerging intrapsychic 
organisation. It is therefore important to underline the dynamic relationship between 
these processes; each informing and negating the other.
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In cognitive therapy, how would the therapist understand and work with 
difficulties that arise in the therapeutic relationship?
Introduction
The principal aim of this paper is to present an account of how a therapist would 
understand and work with difficulties arising in the therapeutic relationship (TR) whilst 
using cognitive therapy. I will begin by briefly outlining some of the developments 
within cognitive therapies, in terms of the use of the TR, in the hope of highlighting the 
importance and interdependence of the TR and cognitive therapy. The paper will 
attempt to explore schema based approaches, including Safran and Segal’s (1990) 
cognitive-interpersonal approach. Young’s (1990, 1999) schema-focused therapy and 
Rudd and Joiner’s (1997) therapeutic belief system as frameworks for understanding 
and working through ruptures in the TR. More specifically, examples from my own 
therapeutic practice as a trainee counselling psychologist, practising from a cognitive 
perspective, will be illustrated when applying each of these frameworks.
Despite the growing popularity and fast development of cognitive therapy, it has often 
been criticised for being a mechanistic therapeutic approach, where the focus is on 
applying a set of techniques while the significance of the TR is often neglected or 
downplayed (Clark, 1995; Jacobson, 1989; Karasu, 1986; Lambert, 1983; Schaap, 
Bennun, Schindler & Hoogduin, 1993). Historically speaking, it appears that such 
criticisms are largely directed towards what Perris (2000) would call ‘first generation’ 
cognitive theories, which were goal, orientated and consequently paid little attention to 
the therapeutic alliance. Whilst not focusing in great detail on the role of the TR in 
cognitive therapy, first generation approaches, such as the one developed by Beck 
(1976) and Beck, Rush, Shaw and Emery (1979), do nonetheless stress the importance 
of ‘collaborative empiricism’, i.e. the requirement of therapist to develop collaborative 
relationships with clients in order to test their perceptions and cognitions against 
‘reality’. Thus, it could be argued that the principles inherent within cognitive therapy
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provide a foundation for both the understanding of difficulties and the active use of the 
TR in resolving them. However, these references to the TR were scarce in the original 
works of Beck and his colleagues and gave the impression that the TR was viewed only 
as a necessary background for cognitive techniques to be applied. In this traditional 
model, difficulties in the TR, such as the occurrence of ‘transference’ are considered 
technical problems that need to be identified in a similar way to other cognitive data, 
once identified the emphasis is placed on minimising their occurrence. Thus, if true, 
would indeed make its contribution to counselling psychology practice highly 
questionable.
Fortunately, the theory, practice and focus of cognitive therapy have evolved over the 
years. There have been many variations and developments of Beck’s theory, to the 
extent that there are reported to be as many as seventeen forms of cognitive therapy 
(Mahoney, 1988). Initially developed as a short-term approach, cognitive therapy has 
increasingly been incorporated into working with people with more enduring 
difficulties, such as personality disorders. Consequently, there has been a shift from a 
focus upon conscious thought processes, to deeper level structures such as schemas. 
Given the importance placed on clients' past developmental experiences, the necessity 
for therapies to promote a “secure base” (Bowlby, 1988), in the context of the 
therapeutic alliance, has increasingly been emphasised.
The arrival of second-generation schema-based approaches heralded greater emphasis 
being placed on the TR as an active mediator of change for the exploration and 
modification of client’s behaviours and beliefs. For clients with more complex 
problems, personality disorders or interpersonal difficulties, the TR becomes more 
significant (Beck, Freeman et ah, 1990, Safran, 1990; Safran & Segal, 1990). For these 
clients, because their core conflicts are often interpersonal in nature, it is likely that the 
TR will prove to be a rich source of information for understanding them and working 
through their difficulties. In an attempt to make sense of these interpersonal responses 
and the more recent shift towards an integration of interpersonal and cognitive theories,
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the traditional conceptualisation of the TR has been re-examined and the TR has been 
brought to the fore (Rudd & Joiner, 1997; Safran & Segal, 1990).
Difficulties within the therapeutic relationship
This brings us to the main focus of this paper, which is to consider how problems in the 
TR can be understood and worked with. A broad definition of difficulties that may arise 
in the TR is offered by Sanders and Wills (2002) as being “....anything to do with the 
relationship which means that the basics of the relationship are compromised, or vanish 
altogether” (pl43). How arising difficulties are understood depends to a large extent 
upon the particular model of cognitive therapy employed. Wills and Sanders (2002) 
point out that one of the strengths of cognitive therapy is its elicitation and use of 
feedback from the client throughout therapeutic work, thus facilitating the identification 
and open discussion of difficulties. The inherent emphasis within cognitive therapy on 
the ‘here and now’ has also been identified as a useful means of working with 
relationship difficulties.
The TR is an area in which the client and therapist may engage in a variety of schema- 
driven behaviours and schema maintenance behaviours can be seen in action. 
Difficulties in the TR can be used as ‘diagnostic cues’ to identify these schemata, 
particularly those characterising the personality disorders (Beck et ah, 1990; Young, 
1990). Schema based therapy uses many of the methods outlined by Beck’s (1976) 
original model, including guided discovery, problem-solving and cognitive 
restructuring. In addition, however, it integrates experiential and interpersonal methods, 
using the schema as a unifying element (Young, 1990).When deciding how to address 
these difficulties, it is essential to consider, what level of intervention is in the best 
interest of the client and also within the experience and competence of the therapist. 
Thus, James (2001) reminds us of the ethical responsibility to work at the least intrusive 
level possible.
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Working with difficulties using Young’s Schema-Focused approach
In an effort to understand and work with difficulties in a TR that would also be 
consistent with the principles of a cognitive perspective, cognitive therapists began 
developing more elaborate forms of cognitive therapy. One of the pioneers of this 
attempt was Young (1990, 1999) who created the schema-focused approach in order to 
address the needs of clients who suffered from chronic interpersonal problems. Young 
(1990) focused on a subset of schema, which he called ‘early maladaptive schemas’. He 
defined them as general themes about oneself and one’s relationship with others, which 
develop during childhood through dysfunctional experiences with significant others. 
They serve as a basis to process later experiences in life and thus they become 
elaborated throughout life and determine a person’s thoughts, feelings, behaviours and 
relationships with other people (McGinn & Young, 1996). Once formed, they become 
central to an individual’s self-concept (Young & Klosko, 1993). Therefore, any 
possibility of schematic change poses a great threat and disruption to a client’s belief of 
who s/he is and what the world is like, and in order to avoid such a threat s/he engages 
in cognitive, emotional or behavioural compensatory strategies that reinforce or 
perpetuate the schema. To demonstrate how difficulties within the TR are worked out 
using Young’s schema-focused approach I will use an example from my own practice.
Marilyn' came to therapy with a strong negative perception of her body and low self- 
confidence. Her aim in therapy was to learn to ‘accept’ her appearance and body size. In 
our sessions Marilyn appeared friendly and very talkative. She complimented me and 
did not complain even when I was unexpectedly late for our second session. Marilyn’s 
over-talkativeness and eagerness made me feel somewhat over-whelmed. I began to feel 
uncomfortable because I felt I ‘should’ like this woman but her over-friendliness began 
to suffocate me. Marilyn continued to be over talkative to the extent that she would 
continuously interrupt me. I hypothesised that underneath Marlyn’s ‘amiable’ style was 
an Early Maladaptive Schema (Young, 1990). As the sessions went on I began to learn 
that Marilyn was an only child who grew up living with her parents, grandparents and 
granduncle. She reported being constantly criticised by her “domineering” grandmother
All names have been changed throughout fo r  confidentiality purposes.
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and not being allowed to socialise with other children. When she was 4, she recalled a 
memory of her grandfather, whom she was very fond of, washing her in the bath whilst 
she sang and laughed. Her grandmother unexpectedly came into the bathroom and 
venomously spat the words “show o ff’ and “young brat” at her. Marilyn reported been 
very frightened with the extent of her grandmother’s anger and as a result internalised 
that she was at fault/to blame for her grandmother’s anger. She stated since this time that 
she has never felt that she belonged and did not like to be “looked at” for fear of 
invoking anger or being a “show o ff’.
When we explored this it became clear that underneath her ‘friendliness’ and 
talkativeness Marilyn felt extremely insecure to the extent of hating herself. It appeared 
that she had a Social Isolation Schema and Shame/Defectiveness Schema (Young, 1990) 
for which she overcompensates with “hyper-friendliness”. We explored this and Marilyn 
began to realise how at times she compensated for this schema by being an active 
churchgoer and the parish ‘counsellor’. She began to connect her grandmother’s extreme 
possessiveness of her grandfather and her grandmother’s jealousy of the relationship she 
had with her grandfather and realised she was not to blame. As is the case with all the 
schema focused approaches to working with difficulties, I did not assume that my 
client’s reactions were only the effect of the client’s interpersonal pull and in line with 
Young’s (1994) Schema-Focused approach I used some appropriate self-disclosure. I 
reported to Marilyn how when she was hyper-friendly it made me fell overwhelmed and 
I engaged in some form of avoidance behaviour i.e. distancing myself. Marilyn found 
this helpful and began to see how in the past her over-compensation manoeuvre actually 
pushed others away and thus perpetuated her schemas of social isolation and 
shame/defectiveness.
Working with difficulties using Rudd and Joiner’s Therapeutic Belief System
Others have put forward ideas to facilitate the understanding of difficulties within the 
TR. Some have identified the concept of “cognitive transference” (Beck et al., 1990; 
Wright, 1988). However, Rudd and Joiner (1997) write of the dangers in applying what 
are essentially psychodynamic terms to cognitive theory. They argue that cognitive
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therapy lacks a framework for therapists to address non-compliance, resistance to 
therapy issues and relationship dynamics and they believe that such concepts ‘violate’ 
the fundamental principles of cognitive theory. As a result, they devised the Therapeutic 
Belief System (TBS) (Rudd & Joiner, 1997), a conceptual framework with which to 
formulate the TR in a manner consistent with cognitive principles. It addresses both the 
therapist and client’s surface level beliefs and deeper schemata about the therapeutic 
process. Thus, it facilitates understanding of both therapist and client responses within 
the TR and helps to identify appropriate interventions.
In the TBS, core beliefs and more peripheral cognitive structures, such as automatic 
thoughts, underlying assumptions, compensatory strategies, emotional and behavioural 
responses are identified in relation to three components in the TR; the therapist, the 
client and the therapeutic process, each one on a continuum. The belief system can be 
used for both the client and the therapist. It is hoped that identifying the client’s 
cognitions about the therapist, the self and the therapeutic process makes it easier for the 
therapist to identify their own. More specifically, a client’s beliefs and assumptions 
about the therapist are described as ranging along a continuum from victimiser, to 
collaborator, to saviour. These interpretations evoke different emotional and behavioural 
responses. For example, perceiving the therapist as a victimiser may elicit anger or fear 
from the client. Clients’ beliefs about themselves also range along a continuum, varying 
from victim, to collaborator, to caretaker. For example, beliefs about the self as a victim 
(e.g. “I’m helpless”) may contribute to hopelessness and lead to resistance or over­
compliance. In addition to the client’s reactions, Rudd and Joiner (1997) suggest that a 
collaborative therapeutic alliance can be Weakened by therapists seeing a client as 
aggressor or victim, thus leading them to develop the stance of saviour, aggressor or 
victim themselves. Related emotional reactions (including anger or anxiety) are again 
likely to elicit complementary behaviours (e.g. rejecting the client through terminating 
therapy or being overprotective), which serve to confirm the validity of clients 
maladaptive schema.
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For example, I worked with a client called Jackie who had been on an NHS waiting list 
for 18 months. She was referred to me for “chronic indecision”. During the assessment 
we explored some of the possible precipitating factors to her current difficulties. Jackie 
reported that she and her husband had just completed an unsuccessful course of IVF 
treatment and were uncertain whether to begin another course of treatment. Throughout 
the assessment session I noticed that Jackie limited her participation and I became over- 
active and felt under pressure to begin some intervention. At the end of the session 
Jackie asked, “So, what can you do for me?” My initial reaction was to actively draw up 
a plan of all the things /  could do to help her.
Whilst contemplating the session retrospectively, use of the TBS suggested that I 
reacted defensively, based on thoughts about myself as a saviour and Jackie as a victim. 
On reflection, it seemed that Jackie had interpreted my active role as the action of a 
saviour, who was going to protect her, make things better. Consequently, she reacted by 
feeling helpless which she displayed by withdrawing from any collaborative approach to 
therapy. When examining my own cognitions about Jackie, myself and therapy, it 
seemed I had automatic thoughts, such as ‘she has been on the waiting list for 18 
months, she is desperate and in need of help’, assumptions such as ‘If I don’t do more 
for this client, she will get worse”, and core beliefs such as ‘only I can help this client’. 
These cognitions clarified to me that I saw Jackie as a victim, myself as a saviour and 
therapy as hopeless and resulted in compensatory strategy, i.e. my over activity in the 
session. When I explored this conceptualisation with Jackie she reported that she often 
felt if  she did not do or say the ‘right’ thing she would be deemed a “failure” in the eyes 
of others and thus explaining her reassurance seeking within our sessions. This gave us 
the opportunity to explore how her infertility problems had increased her sense of failure 
and how she felt judged by any decision-making she made. Jackie’s belief of “I’m 
helpless” and “I’m a failure” led her to develop the assumption “always ask others for 
advice and then I can’t fail”.
The nature of Jackie’s thoughts, assumptions and beliefs meant that she frequently 
interpreted my actions with suspicion, seeing me as a saviour rather than a collaborator.
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In order to prevent myself from reacting in a way that could have inadvertently 
confirmed her belief i.e. “I’m a failure”, it was necessary for me to carefully monitor my 
in-session thoughts, assumptions and behaviours - about her, myself and the therapeutic 
process. The TBS provided an important vehicle for understanding what was happening 
between us and offered a framework for considering how we could prevent a repetition 
of the patterns that seemed to dominate Jackie’s relationships. The cognitive practice of 
sharing the conceptualisation was also useful, as Jackie was able to identify a 
longstanding pattern of repeated reassurance and advice seeking that had never 
alleviated her anxiety.
Working with difficulties using Safran and Segal’s cognitive-interpersonal model
Safran and Segal (1990) provide another example of the increased focus on the role of 
interpersonal context and environmental variable in the formation and maintenance of 
emotional disorders. At the heart of their work lies the notion of the interpersonal 
schema, which is defined by Safran (1990) as “a generic cognitive representation of 
interpersonal events” (p89). Interpersonal exchanges are considered to be governed by 
Kiesler’s (1983) principle of ‘complementarity’. That is, people respond accordingly to 
other’s behaviour and are ‘pulled’ to act in a complementary fashion. For example, 
when faced by another’s aggression or dominance, the interpersonal pull is to act in a 
submissive fashion. Such interpersonal relations are believed to operate in a way that 
confirms and reinforces already formed schemas.
Safran and Segal’s (1990) work is particularly relevant in relation to the present paper as 
they describe a model for both identifying ‘rupture markers’ when the TR becomes 
strained or impaired, and intervening using the context of the TR. They believe that the 
key to assessing difficulties is initially to observe as well as participate in the 
difficulties. This involves becoming a ‘participant observer’ using ‘decentring’ - the 
process of stepping outside one’s immediate experience and thereby not only observing 
the experience but also changing the nature of the experience itself. Rather than simply 
being part of and reacting to an encounter or being ‘hooked’ into the interaction, the 
therapist is also aware of being a participant in the encounter. The therapist then
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‘unhooks’ from the interaction to avoid becoming so engaged in it that the client’s 
schemas are, yet again, confirmed (Kiesler, 1988). In cognitive therapy, this is far from 
an alien concept: it mirrors what we are constantly asking our clients to do in observing 
and monitoring their thoughts, affect and behaviour. Finally, during therapeutic work, 
once the interaction is both experienced and observed it is possible to discuss what is 
happening and generate hypotheses for the conceptualisation.
The process of hooking and unhooking is illustrated with a 17-year old client I worked 
with named Julia*. Julia had struggled with persistent abdominal pains and a subsequent 
fear of vomiting and believed “if I vomit I will not be able to cope”. During the 
‘hooked’ stage of counselling, Julia’s behaviour forced me into a restricted range of 
responses. I could only respond by being the ‘expert’. I tried to work collaborately in 
solution-focused manner but she would often respond helplessly (i.e. “I don’t know”) to 
most interventions. I began to feel pressured and thought to myself, “our sessions are 
rubbish, I must try harder”. I felt I was pulled into a maternal transference. Supervision 
gave me the opportunity to ‘unhook’ myself from the situation and look at what was 
contributing to this ‘pull’ - was it that she appeared to look much younger than 17, her 
apparent childlike voice or her apparent vulnerability when she spoke of wanting to be 
“cared for”. I realised that during the ‘hooked’ phase I was confirming Julia’s schema of 
“I can’t cope”, by being over active in the session and reinacting her own mother’s 
behaviour i.e. taking care of her. Subsequently, in order to better understand Julia’s 
behaviour, I tried, as Newman (1994) suggests, to question the function of her 
behaviour. I realised that enacting this mother/child interaction allowed Julia to avoid 
challenging her schema of “I can’t cope”.
During the next session when this interpersonal interaction occurred again I attempted to 
assume a participant-observer stance by managing to decentre in order to assess what 
was happening between us. I discontinued with my usual responses and discussed with 
Julia what I felt was going on. She began to realise her own contribution i.e. 
compensatory strategies, to her interaction with me and others. Following this we were 
able to reformulate our conceptualisation and this paved the way for more collaborative
4 0
Academic Dossier
discussion about what she hoped therapy might help her achieve. Subsequently, when 
we were pulled into this interpersonal situation again I could ‘unhook’ and ‘step outside’ 
myself and openly discuss my observations. This meant that Julia had more control 
within the sessions and as a result gained a sense of empowerment which weakened her 
schema of “I can’t cope”. I believe by being able to ‘unhook’ from Julia’s interpersonal 
pull, I provided her with a new interpersonal experience, which began to disconfirm her 
maladaptive interpersonal schema and gave her the opportunity to test new behaviours 
with me.
Concluding comments
It is clear that schema based approaches have brought new meaning to the therapeutic 
alliance and how it can be used as a vehicle for change especially for working through 
difficulties. In my attempt to review the major developments in thinking in the cognitive 
therapy literature I hoped to demonstrate that difficulties in the TR, rather than being 
considered as mere technical problems to be overcome, are conceived as invaluable 
sources of information about a client’s dysfunctional beliefs. To me the TR is core to all 
therapeutic work; hence, these ideas provide a framework for understanding the 
dynamic process in the TR in cognitive terms.
However, it is important to note that difficulties in the TR are not always useful 
indicators of maladaptive beliefs and thoughts. They can also genuinely indicate that 
something is wrong with the therapeutic work i.e. that the therapist is not listening to, 
understanding or empathising with the client or equally, it may imply that the type of 
therapy is not right for the client. In addition, in order to keep their critics at bay it is 
important that further research, both clinical and theoretical, is carried out to account for 
new innovative delivery of cognitive therapy, such as the proposed introduction by the 
NHS of internet based cognitive therapies (NIMH(E), 2004; NICE, 2004). Currently, 
there are major gaps within the research relating to how the TR will be conceptualised 
and how difficulties will be understood and then worked through with the introduction 
of such novice therapeutic deliveries (Buchanan, 2003; Griffiths, 2001). On a final note, 
as a trainee counselling psychologist the TR has also provided an overarching context
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for learning about the practice for cognitive therapy and in understanding my own 
reactions to clients and as a means o f  ‘unhooking’ from such interactions. I have found 
it to be within the context of the TR itself that conceptual understanding of the 
principles of cognitive therapy gain their meaning.
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INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
The therapeutic practice dossier relates to my therapeutic practice and contains an 
overview for each of my placements, including the client populations that I have worked 
with. It also includes my Final Clinical Paper, which provides an account of my personal 
journey towards the acquisition and formation of my professional development as a 
counselling psychologist.
N.B. As stated in the introduction to the portfolio, all potentially identifying information 
related to clients, including details about placements and supervisors have been changed 
or omitted in order to protect client confidentiality.
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First year placement: An Assertive Outreach Service 
October 2002 -  August 2003
In my first year, I undertook a split placement: one in an Assertive Outreach Service 
(AOS) and the other in a Community Mental Health Team (CMHT) in a NHS Trust. 
The AOS was in a large NHS trust in the South East of England, taking referrals from 
specialist services, in-patient residential wards and the CMHT within the Trust. The 
team was multidisciplinary in nature and was managed by a consultant clinical 
psychologist. It comprised of a psychiatrist, a clinical psychologist, trainee counselling 
psychologist, community psychiatric nurses, social workers, an occupational therapist 
and community social workers. The AOS had close links with a number of specialist 
services and in-patient residential wards. Clients receiving psychological intervention 
generally had complex difficulties of a moderate to severe severity.
Individual supervision was on a weekly basis from a clinical psychologist who worked 
using a cognitive-behavioural approach, in particular a behavioural approach. My 
responsibilities were to deliver both short and long term cognitive-behavioural therapy 
(CBT) to individual clients who attended the AOS and clients within the in-patient 
residential ward. I worked with clients presenting with psychosis, anxiety, depression 
and difficulties of an obsessional nature.
Additional responsibilities were to attend weekly team meetings, fortnightly Trust adult 
mental health meetings and monthly entire Trust meetings. I also attended regular CBT 
for psychosis training and Care Plan Approach meetings in the in-patient ward when my 
clients were involved.
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First year placement: A NHS Community Mental Health Team 
October 2002 -  August 2003
The Community Mental Health Team (CMHT) was situated in a large NHS Trust in the 
South East of England. The team was multidisciplinary in nature and was comprised of 
psychiatrists, approved social workers, clinical and counselling psychologists, 
community psychiatric nurses and support workers and had close links with a number of 
specialist services. The client population was mixed in terms of gender, ethnicity, age 
and socio-economic status. Clients receiving psychological intervention generally had 
complex difficulties of a moderate to severe severity.
Individual supervision was on a weekly basis from a clinical psychologist who worked 
using a cognitive-behavioural approach. My responsibilities were to deliver both short 
and long term cognitive-behavioural therapy to individual clients who attended the 
CMHT. I worked with clients presenting with range of difficulties including depression, 
anxiety, trauma, somatic complaints, bereavement and difficulties of an obsessional 
nature.
Additional responsibilities were to attend CBT peer supervision, weekly team meetings, 
and fortnightly Trust adult mental health meetings. I also attended regular Care Plan 
Approach meetings in the CMHT when my clients were involved.
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Second year placement: A University Student Counselling Service 
September 2003 -  August 2004
The context of my second year placement was a large university in the South East of 
England, within the on-campus student counselling centre. There were five permanent 
psychotherapists and three trainee counselling psychologist based at the centre. An 
‘open door’ policy for students of the university was adopted and the majority of clients 
were self-referred, although some were referred by academic/personal tutors or by 
medical staff at the health centre.
I adopted a psychodynamic approach during this year and received individual 
supervision on a weekly basis from a psychodynamic psychotherapist. My supervisor 
also had an interest in body focused psychotherapy such as focusing and as I had an 
interest in this area also I received additional supervision for 4 months on focusing and 
body focused psychotherapy. I carried out all my own assessments and then we drew up 
a therapeutic contract. I saw a range of undergraduate, post-graduate and mature 
students during the year. A high proportion of the clients I worked with were overseas 
students, which meant cultural issues were often central to the work. I worked with 
clients with a range of presenting problems such as trauma, bereavement, personality 
issues, self-harming, eating disorders, identity issues, somatic complaints and 
depression. The duration of therapy was dependent on what the presenting problems 
were and what was negotiated with the client at the beginning of therapy. This meant 
some of the work was short-term (six sessions) and some were longer term (for the 
duration of the academic year).
The placement fostered a sense of working as part of a team. Part of this involved 
meeting fortnightly to participate in seminars. These were divided into two parts. The 
first part involved a member of the team presenting a case study, which was discussed 
amongst the group. The second part would involve a topic being presented and 
discussed among members of the team. I got the opportunity to present several case 
studies and topics. I also attended relevant university wide meetings such as ethical
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training with other health staff and contributed to the University Professional Tutors 
Working Party.
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Third year placement: A NHS Hospital Psychological Therapies Service
September 2004 — July 2005
In my final year I undertook a split placement: one within a psychological therapies 
service and the other a Community Mental Health Team, both within the same Trust. 
The psychological therapies service was attached to a NHS hospital in the South East of 
England, taking referrals from GP practiees, the Community Mental Health Team and 
specialist services within the Trust. The team was managed by a consultant clinical 
psychologist and included clinical and counselling psychologists (both full and part 
time), trainee clinical and counselling psychologists and assistant psychologists. There 
was a strong interest and emphasis on narratiye and systemic approaches within the 
department, though individual practitioners worked according to a variety of 
psychotherapeutic models (e.g. psychodynamic, cognitive-behavioural and humanistic). 
Client’s receiving psychological therapies were mixed in terms of gender and socio­
economic status and generally had complex difficulties of moderate severity. Referrals 
to the CMHT or specialist services were made if this became necessary.
Most therapeutic work was individual, although I often conducted individual therapy 
with other members of the client’s family or support network present. Other times I did 
couple work with clients. Individual supervision was on a weekly basis from a 
counselling psychologist who also worked both in the psychological therapies service 
and the CMHT. My supervisor worked from an integrative stance with main emphasis 
on narrative and cognitive behavioural therapy. I worked with clients presenting with a 
wide range of difficulties including depression, somatic complaints, panic attacks, 
phobias, trauma and difficulties of an obsessional nature.
Skill development was viewed as a priority within the service and consequently I 
availed of much of the supervision and training that was available. I attended fortnightly 
group narrative/systemic supervision, monthly cognitive-behavioural training and 
fortnightly departmental meetings. I also attended fortnightly trainee psychology 
training. This involved workshops given by one of the team’s psychologists and
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included topics such as trauma, eating disorders, genogram work, clinical governance, 
working with risk clients and depression.
In addition I contributed to service development within the NHS Trust. This meant 
becoming involved in the Eating Disorders aspect of the ‘Women’s Mental Health 
Strategy’, which was aimed at implementing clinical governance guidelines.
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Third year placement: A NHS Community Mental Health Team 
September 2004  -  July 2005
The Community Mental Health Team (CMHT) was situated in a large NHS Trust in the 
South East of England. The team was multidisciplinary in nature and was comprised of 
psychiatrists, approved social workers, clinical and counselling psychologists, 
community psychiatric nurses and an occupational therapist and had close links with a 
number of specialist services. The client population was mixed in terms of gender, 
ethnicity, age and socio-economic status. The CMHT was medically led and clients’ 
difficulties were managed through a combination of pharmacological and 
psychotherapeutic interventions.
Presenting difficulties were usually of a severe and enduring nature and individual cases 
were reviewed during weekly meetings in order for service provision decisions to be 
made. I saw clients who presented with chronic depression (including suicidal 
behaviour), trauma, eating disorders, somatic complaints and difficulties of an 
obsessional nature. Individual supervision was on a weekly basis by the same supervisor 
I had whilst working in the psychological therapies service. My supervision was divided 
equally between presenting client cases either from the CMHT or the psychological 
therapies service. My responsibilities were to deliver both short and long-term 
cognitive-behavioural/integrative therapy to individual clients selected from the waiting 
list and contribute to the Care Plan Approaeh meetings when my clients were involved. I 
also developed and facilitated a ‘Bulimia Nervosa and Binge Eating’ therapy group with 
my supervisor.
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Additional Third year placement; A University Student Counselling Service
May 2005  -  Present
Nearing the end of my final year I gained part time (one day a week) employment as a 
‘CBT therapist’ for a large university in the South of England, within the on-campus 
student health centre. As I was not yet qualified it was agreed between the course team, 
the student counselling service and myself that my clinical work would be supervised 
until that time.
Within the student counselling service there were three permanent psychotherapists, two 
student advisors and one trainee counselling psychologist based at the centre. An ‘open 
door’ policy for students of the university was adopted and the majority of clients were 
self-referred, although some were referred by academic/personal tutors or by medical 
staff at the health centre. In addition to students, I also saw clients who were members of 
staff and non-university individuals whose G.P. was affiliated within the student health 
service.
I received individual supervision on a weekly basis from a psychotherapist who worked 
from a psychodynamic stance. As I was in my cognitive-behavioural year and my role in 
the service was as a CBT therapist our supervision sessions involved translating 
concepts and ideas between psychodynamic and cognitive-behavioural theories. 
Receiving supervision from a completely different model led me to constantly question 
the CBT interventions I used as well as the philosophy of CBT itself. I worked with 
clients with a range of presenting problems such as trauma, bereavement, self-harming, 
identity issues, depression and difficulties of an obsessional nature. The duration of 
therapy was dependent on what the presenting problems were and what was negotiated 
with the client at the beginning of therapy. This meant some of the work was short-term 
(six sessions) and some were longer term (for the duration of the academic year). In 
addition, one of my responsibilities was to develop and facilitate a eognitive behavioural 
therapy depression group. I also attended staff development training in areas such as 
psychosis.
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Final clinical paper: my personal and professional development as a 
counselling psychologist
Introduction
The explicit intention of this paper is to tell the story of my professional development as 
a counselling psychologist and how I perceive myself now about to finish my 
professional training. Crucially, from the initial stages of training, I have been 
encouraged to reflect upon, and question, the ‘natural’ taken-for-granted status of 
concepts, issues, theories and the possibilities for action they represent. As such, 
adopting a reflective orientation becomes the starting point for the telling of my 
professional story. This does not mean finding an ‘objectively truth’; rather I view it as 
the ongoing process of understanding how I come to where I am (e.g. Griffith & 
Griffith, 1992). Thus, what follows is my own particular ‘truth’, based on and mediated 
through, my experience of academic, institutional and applied contexts whist training. In 
order to achieve this challenging task, I will reflect upon the main factors that shaped the 
development of my professional approach. These five factors are the discipline of 
counselling psychology, my clinical practice, both in different placement contexts and 
through supervision, personal therapy, research and my participation in institutional and 
broader socio-political contexts.
Counselling Psychology
I was initially drawn to counselling psychology because of its emphasis on respect for 
the person and an understanding of their phenomenology as well as its focus on 
facilitating well-being rather than responding to pathology. This stemmed from my 
interest in more holistic practices such as Reiki and Seeheim. It is this move away from 
the medical model, in which the ‘helper’ is seen as the expert who ‘treats’ the client to 
cure their sickness, that has marked the development of counselling psychology as a 
discipline and that which I value greatly. Additionally, it is the professions emphasis on 
the significance of the therapeutic relationship, characterised by the three core person-
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centred qualities of empathy, congruence and unconditional positive regard (Rogers, 
1951), which I have endeavoured to incorporate into my practice throughout my 
development as a counselling psychologist.
Counselling psychology and the scientist-practitioner
Counselling psychology’s endorsement of the scientist-practitioner model (Benjamin 
and Baker, 2000) has also influenced my thinking. This model places emphasis on the 
need to engage in an ongoing process of research to provide a base for practice and to 
evaluate practice critically. Based on these principles the scientist-practitioner model 
can be seen as ‘an integrated approach to knowledge that recognises the interdependence 
of theory, research and practice’ (Meara, Schmidt, Carrington and Davis; 1988). 
However, there appears to be an inherent conflict between counselling psychology’s 
phenomenological view of the generation of knowledge and a traditional scientist- 
practitioner model based on a positivist/empiricist epistemology which focuses solely on 
the measurement of ‘objective reality’. If the aim of counselling psychologist is to help 
people to lead more fulfilling lives, it can be argued that attention to individuals’ unique 
subjective experiences is as important as the search for objective facts which 
characterises experimental psychology. I feel that the scientist-practitioner model must 
remain at the core of training and practice if counselling psychology is to continue to 
develop as a credible discipline. However, I agree with Woolfe (1996) that the way to 
do this is for counselling psychologists to occupy a pivotal position between positivist 
and interpretivist research paradigms. In my training I have tried to achieve this ‘pivotal 
position’ by carrying out both qualitative and quantitative pieces of research (see 
‘Research’ section for more details).
Counselling psychology and evidence-based practice
As a trainee practitioner who has worked in the NHS, I have been very aware of the 
contextual constraints placed on counselling psychologists. I have experienced first hand 
long waiting lists, the dominance of positivistic paradigms, organisational demands for 
accountability and especially the current evidence-based practice and at times have 
found it overwhelming. Counselling psychology is a diverse profession in which we
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have a desire to embrace a range of thinking. This seems at odds with the philosophy of 
evidence-based practice where the aim often seems to be to find an intervention which 
has been proven to be (cost) effective every time those circumstances arise and therefore 
can be designated as the treatment of choice. I have found that the reflective practitioner 
model underpinning counselling psychology, whereby reflecting on practice and 
applying the skills of a scientist-practitioner may be the answer to the conflict between 
evidence-based practice and the discipline of counselling psychology.
Therapeutic Training Experiences
What follows is an account of my therapeutic work with clients during the course of my 
training, which reflects on the learning, implications, consequences and effects of 
working in particular ways. A chronological stance is taking in the hope of allowing the 
reader to progressively see my development a trainee counselling psychologist.
For the sake of clarity, I have adopted a chronological structure to describe how my 
exposure to and experience of, practicing from within different models has influenced 
and shaped my preferred approach to practice. In order to protect client confidentiality 
details of individual clients have been changed and pseudonyms have been employed 
throughout.
In the besinnins.....
In my first year I worked in a split plaeement, within an NHS Community Mental 
Health Team (CMHT) and an NHS Assertive Outreach Service (AOS). As a result of 
working within multi-disciplinary teams my practice and professional communication 
was enhanced through working alongside, and collaborating with, other mental health 
professionals.
I had two supervisors (both clinical psychologists) during my first year whose 
orientation was Cognitive Behavioural Therapy (CBT). However, at the same time, the 
theoretical emphasis of the course was mainly humanistic. I was encouraged by my 
supervisors to conceptualise all clients’ presenting problems from a CBT perspective.
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This resulted in me using a CBT approach as the basis of my practice (and my research 
in first year). I also attached great significance to the therapeutic relationship and 
therefore incorporated Rogers’ (1951) ideas about allowing for empathy and 
unconditional positive regard. My supervisor within my AOS placement followed a 
symptom-based approach to CBT whilst working with clients, including a rigid 
behavioural approach. I felt this lacked attention to the therapeutic relationship and a 
quote from my Reflective Journal at the time said; “sometimes I feel this is too 
superficial”. I often felt criticised by this supervisor who constantly undermined me and 
my counselling psychology training for not being familiar with NHS structures. I 
believe this was due to my early stage of training and my recent move from Ireland 
rather than a counselling psychology issue. In order to cope with feeling eriticised on a 
practical level I became more involved in the socio-political aspects of training. On an 
emotionally level I brought this concern to personal therapy and it allowed me to work 
through issues I have surrounding incompetence and tolerating being criticised. 
However, I developed a solid grounding in exposure and other behavioural ways of 
working. Fortunately, my second supervisor in the CMHT had a more person-based 
approach to cognitive therapy. This allowed me greater space to integrate the courses 
humanistic approach with the placements CBT approach.
A time to reflect.....
This year was spent working in a student-counselling centre. In contrast to my first year, 
I had my own room. I valued this space, a place I used to reflect on the session just 
finished and a place to become ‘grounded’ before working with the next client. My 
supervisor encouraged me not to enter into contract with a client unless I had a tentative 
formulation. This often meant extending the assessment to two or three sessions. This 
gave me the space to reflect on what the client was bringing to therapy and whether I 
could offer her/him anything in return. Working in a student counselling context held its 
own challenge because of the dual roles involved i.e. being a student and working 
therapeutically with students. This meant that I had to stay aware of issues of 
boundaries, so as to avoid over-identification. Additionally, the client base was 
culturally diverse, I sought to be mindful of each client’s individual relationship with
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their culture, ethnicity and belief system and how it might impact on the way they 
perceived and experienced the world.
During this placement I had psychodynamic supervision with an emphasis on object 
relations theory. Object relation theory hypothesises that we develop our internal 
structure by internalising our caregivers (as internal objects), which will influence our 
perceptions of other people and the world (Klein, 1946; 1952; Winnicott, 1947; 1958). 
In therapy the emphasis is on providing a relationship in which the developmental 
shortcomings of the childhood can be worked through and new objects internalised. I 
found the attention given to interpersonal aspects of psychological functioning, along 
with attempts to understand the individual as embedded within social and relational 
contexts, fitted more closely my own preferred movement away from a biologically 
deterministic viewpoint. However, rather than rigid adherence to any one 
psychodynamic approach, I aimed to work in a pragmatic fashion resisting dogmatic 
certainty with the aim of understanding theory through experience.
Learning to be with silence was one of the most useful lessons I learnt that year. 
However, as many of my clients that year were new to the ‘therapeutic experience’, I 
did not use this approach in a purist way, but rather incorporated it into my developing 
relational style. It felt it was important to inform clients during assessment therapy was 
not a ‘normal’ social interaction and it may involve extended silences, not as a form of 
punishment but so both of us could get time to ‘breathe and think’. This meant finding a 
balance between making space for the client and being overly eager with interventions. 
It also gave me an opportunity to reflect upon power relations. Previously, I had 
maintained that the client and I were equal. Through the use of group supervision, I 
came to realise that the therapeutic relationship is inherently unequal. I found that the 
most ethical way of dealing with this is to acknowledge such inequalities and attend to 
them by considering with the client how this impacts upon our relationship. As was the 
case in my first year of training, the therapeutic relationship became the site where 
‘meaning making’ occurred and theory came to life. I used interpretations to share my 
ideas with the client I was very aware that this approach could perpetuate power
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imbalance by giving credence to the idea that I, the therapist hold knowledge about the 
client, which I impart to them. I strove to avoid this, looking for negotiated meaning and 
conceptualising therapy as an inter-subjective situation.
My work with Miss M, a 20 year-old, Greek, woman who was presented with bulimia 
related symptoms provides an example of how I engaged with some the relational and 
knowledge practices associated with the psychodynamic approach. Miss M described 
growing up in a family where the emotions of anger and sadness were “not allowed” and 
she stated been disappointed with herself for expressing such emotions. She reported 
keeping the numerous extra-marital affairs that her father had a secret for many years.
In consultation with my supervisor, I hypothesised that keeping her father’s affair a 
secret, allowed her to keep her emotions repressed, as sad emotions were not ‘allowed’ 
within the family. By what Klein (1946) called the ‘splitting of the ego’. Miss M split 
off aspects of herself which could not be contained within her idealised self i.e. sadness 
and anger. By denying her father’s affairs she continued to nurture the idealised side of 
her father. By keeping the ‘good’ and ‘bad’ side of her father separate, in what Klein 
(1946) called ‘splitting of the object’, the idealised father could survive. It seemed Miss 
M’s difficulties were linked to her internal experience of conflict; between a desire for 
the idealised self-object and relationships and a disappointment with the actual self­
object and relationships. Bulimia became her vehicle of defense against accepting the 
imperfections in her life and the world around her and was thus a defense against the 
depressive position (Klein, 1946). Her eating behaviours i.e. bingeing, purging, 
restricting, were ways in which this largely unconscious conflict and the associated 
feelings of sadness and disappointment could be enacted and communicated indirectly.
During the initial stages of therapy I felt Miss M to be somewhat resistant\ She would 
give me pieces of her story and then retreat; sit back in her chair, as if to say, ‘that’s all I 
better say for now’. I likened her giving of ‘information’ and then the sudden retraction
' This issue led me to subsequently write on essay titled; Resistance: An essential element o f the 
therapeutic relationship session.
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to the process of eating and vomiting. It seemed that in some way the process of relating 
her story was too difficult for her to digest so she vomited and then retreated quickly. 
With this dynamic story in mind, a crucial part of therapy was establishing a sense of 
trust and a secure enough base in order for Miss M to address what Hinshelwood (1995) 
refer to as the ‘maximum point of pain’, i.e. her experience of feeling betrayal and 
mistrust by her father. As with other clients, this involved building a working alliance 
through the use of active listening, reflecting and empathy. As we moved towards the 
‘ending’ phase of therapy, I felt Miss M became clingy and somewhat angry with me. 
She may have had a transference reaetion whereby likened me to her father who 
abandoned her for other women (clients in the transference). In order to assist Miss M to 
re-work abandonment issues and negotiate a ‘new ending’ in the context of therapy, I 
was careful to try a!nd provide a ‘holding environment’ (Winnicott, 1965) for her anxiety 
and anger without becoming defensive or rejecting in response to the interactional 
pressure she placed me under. At the same time allowing the client dictate the pace at 
which she would like therapy to be. This helped her to begin to verbalise the anger that 
had been ‘split o ff and ‘denied’ and we were able to work towards separation in a good 
relationship wherein she could see the father (me in the transference) as both an object 
of love and hate (Winnicott, 1971). By the last session. Miss M’s anger towards me 
subsided and she reported feeling ‘sad’ that therapy was ending. She also indicated that 
therapy had helped her understand her bulimia, which had reduced in frequency and 
intensity, and that she no longer felt overwhelmed by the pain around the rejecting 
aspects of her relationship with her father. This experience taught me a lot about the 
complexity and salience of the therapeutic relationship and the value in paying attention 
to both conscious and unconscious processes.
Intesration .......
My third year placement took me back to the NHS. This time doing a split cognitive- 
behavioural placement working in both primary care (psychological therapies service) 
and secondary care (a Community Mental Health Team). My final year of training 
represents a more purposeful development of my own position and preferred approach 
to practice and for this reason I will expand on this section a great deal. Whilst attending
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to the course requirement that third year placements have a cognitive-behavioural focus, 
the settings (community mental health team and psychological therapies service) and my 
supervisor, allowed considerable flexibility for me to work integratively. My supervisor 
encouraged me to draw upon what I had learnt in my first two years of training and to 
draw parallels, becoming more aware of the role of language across the models and how 
certain humanistic or psychodynamic ideas could be understood within a CBT 
framework.
I expanded on the CBT model I had used in my first year to become more flexible and 
creative with my clinical approach. Without disputing that certain approaches such as 
CBT are efficacious with certain clinical presentations of anxiety and depression (see 
Gilbert, 2000; Roth & Fonagy, 1996), I nonetheless found that incorporating narrative 
ideas and practices (e.g. White & Epston, 1990), mindfulness based CBT (Teasdale, 
Segal & Williams, 1995), schema based approaches such as Young’s (1990, 1999) 
schema-focused therapy. Safran and Segal’s (1990) cognitive-interpersonal approach 
and Rudd and Joiner’s (1997) therapeutic belief system helped me to achieve a higher 
degree of congruence in my work through attaining a greater sense of integration 
between my personal and professional selves.
I used narrative practices to deconstruct ‘therapy’ and the medicalised context in which 
it was taking place. This involved exploring with the individual what it meant to be a 
‘client’ or perhaps someone with a ‘mental illness’ and the factors that could have 
contributed to that meaning. I found this helped to strengthen the working alliance, 
particularly with clients who had been in the mental health system for a long time and 
who reported feeling de-humanised through having been labelled. I found this 
particularly useful with one client. Miss N had suffered chronic depression and was 
known to the service for some time. She and her depression were blamed for all her 
family difficulties. Her depression became her identity and she felt victimised. Systemic 
narrative work involved working with Miss N and her mother to externalise Miss N ’s 
experience of depression and placing the blame outside of her. We also looked at ways 
her mother could help her fight ‘The’ depression (as opposed to ‘Her’ depression) by
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creating an alternative story and by looking at exceptions to her ‘problem plot’ (White 
and Epston, 1990).
A flexible approach allowed me to incorporate more recent developments within CBT, 
such as Mindfulness Based Cognitive Therapy (MBCT) to my work. As I practice 
meditation on a regular basis and have studied Zen Buddhism informally, after 
living/working for some time in Japan, using MBCT has allowed me to integrate many 
of my personal beliefs and practices into my clinical approach. However, I think it is 
important to be reflective on when to use MBCT and I agree with Segal, Williams and 
Teasdale (2002) that a clear rationale for using MBCT is essential. I believe mindfulness 
and CBT fit well together as they both have the same basic premise that distress is not 
caused by events and sensations, but our reactions to these. Unlike traditional CBT, 
there is little emphasis on changing the content of the thoughts; rather the emphasis is on 
changing the awareness of and relationship to thoughts. What appeals to me about 
MBCT is that the training can occur in the remitted state using everyday experience as 
the object of training, thus integrating into one’s everyday life.
My exposure to humanistic and psychodynamic influences during my first and second 
years, meant I was more drawn to schema-focused therapy with its greater emphasis on 
the therapeutic relationship (in keeping with the evidence base and the ethos of 
counselling psychology). The schema focused perspectives have allowed me to integrate 
concepts and techniques from different perspectives such as psychodynamic, 
behavioural, cognitive and Gestalt therapies. For example Rudd and Joiner, 1997, 
devised the Therapeutic Belief System (TBS),,a conceptual framework with which to 
formulate the therapeutic relationship such as transference, in a manner consistent with 
cognitive principles. In addition. Young’s (1990) schema focused approach allowed me 
to integrate some experiential techniques such as imagery, role-play and re-scripting to 
access and trigger a client’s schemas and to link schemas to their origins in childhood 
and to their current difficulties. I realise that I place great emphasis on the human 
relationship and therefore the schema focused approaches allow me to use the
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therapeutic relationship as a vehicle for changed Finally, I have found that Safran and 
Segal’s (1990) cognitive-interpersonal approach fits very well with my view of 
cognitive therapy. Their notion of the therapist becoming a ‘participant observer’ using 
‘decentering’ - the process of stepping outside one’s immediate experience and thereby 
not only observing the experience but also changing the nature of the experience itself, 
is very akin to what we are constantly asking our clients to do in observing and 
monitoring their thoughts, affect and behaviour. Thus in some sense myself and my 
client are striving to engage in the same process.
To demonstrate how I have expanded on the CBT and how integration for me takes on a 
progressive development. I will outline an example from my own practice using 
Young’s schema-focused approach. Mrs J presented with depression and described not 
been able to make any decisions such as food purchasing and any financial decisions.
In our sessions, I began to notice that Mrs J repeatedly mentioned “I shouldn’t be here” 
or “I should be over this”, which created a strong an interpersonal pull between us; in 
which I needed to hold myself back from helping her and reassuring her. At times, I felt 
I was being too active; constantly searching for new innovative ideas to help her. This 
led me to take a more interpersonal approach by expanding on the standard cognitive- 
behavioural model (which we had begun with) by integrating some of Young’s (1990) 
schema therapy approach. We explored how the maladaptive schemas of Dependency 
and Unrelenting Standards (Young, 1990) fitted her presentation and how these schemas 
were perpetuated cognitively, behaviourally, emotionally and interpersonally. However, 
there were times when I felt Mrs J ‘took in’ what I was saying without questioning 
which highlighted her Dependency schema and other times she engaged in a self- 
deprecatory comments which highlighted her underlying maladaptive schemas. I soon 
realised that as a result of Mrs J’s high perfectionist standards I was feeling under 
pressure to get results and make her better. Consequently, I was attempting to avoid my
' This realisation led m e to write a paper about schema focused therapies and its use o f  the therapeutic 
relationship. See essay titled: In cognitive therapy, how  w ou ld  the th erap ist understand an d  w ork with difficu lties  
that arise in the th erapeutic relationship?
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own schema of incompetence at all costs. I disclosed to Mrs J that I felt trapped into 
helping her at the same time highlighting the impact this would have if I did help.
Between sixth and tenth sessions, we used experiential techniques such as imagery to 
access and trigger Mrs J’s schemas and to link schemas to their origins in childhood and 
to her current difficulties. In addition, we used re-scripting within the imagery whereby 
Mrs J conducted dialogues in imagery both with her parents who possibly contributed to 
her schema in childhood and with her husband who reinforces her schemas in her 
current life. I placed a lot of value on the therapeutic relationship and encouraged 
imperfect behaviour so Mrs J could experience a decrease in her Unrelenting Standards 
schema. In addition, I followed Young’s ‘limited reparenting’ and tried to offer her a 
space for self expression which sometimes she felt was not given by her parents. -
In the sessions, Mrs J reported that there were great improvements, however, she felt she 
could not apply these improvements outside therapy. She felt her difficulties were 
reinforced by her husband who thought she “should be over it by now” and marital 
difficulties had begun. After consulting with my supervisor, I felt that couple work with 
her husband would be useful in order to allow my client to gain the confidence to 
transfer her improvements into her other parts of her life. This initially involved 
preparing my client for the transition from individual to couple work by explaining that 
it would be a focused piece of work aimed at looking at how the couple could work as a 
team in order to support each other during the client’s difficulties. It also involved 
integrating systemic narrative concepts (White and Epston, 1990) such as externalising 
the problem away from Mrs J and using CBT concepts of exploring different coping 
styles i.e. Mrs J emotional style and her husbands practical style, to help the couple deal 
with their difficulties. We also integrated Mrs J’s schema-focused work by exploring 
how some of her maladaptive schemas were perpetuated and maintained within their 
relationship. At the end of the short-term couple work, Mrs J reported an ability to 
incorporate the work we had done into her everyday life with the support of her 
husband, who became aware of his role in her difficulties.
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This example demonstrated the increase in my confidence and how, through the use of 
listening on multiple levels within an integrative approach, I began to integrate aspects 
of different approaches into my therapeutic work in order to adapt to the individual 
needs of the client. My work with Mrs J drew my attention to the value of congruence, 
because I felt that sharing my feelings served as an equalising function and positively 
contributed to our capacity to form a therapeutic relationship. Additionally, this work 
highlighted to me the importance of context and that individuals live not in isolation, but 
in systems such as families. The work we do needs to be transferable to these contexts if 
it is to be of any help to our clients. This year enabled me to see the importance of being 
open and explicit about the process of therapy and have a dialogue with clients about 
assumptions regarding their therapy and empowering them as a result. This has been one 
of the aspects I value about the CBT approach.
During this placement, I developed and facilitated a Bulimia Nervosa Therapy Group 
with my supervisor. This involved much work researching what format the sessions 
would take. Finally, we decided to follow the NICE guidelines for working with those 
with bulimia nervosa which recommended the CBT approach taken by Treasure and 
Schmidt (2003) in their book “Getting Better Bit(e) by Bit(e)” (www.nice.org.uk). We 
felt that the clients could read the book, alongside attending the group, in order for them 
to become their own therapist and to take responsibility for their therapy. I found CBT 
useful for giving clients structure and coping skills and some of them felt empowered as 
it gave them tools they could use by themselves. Mostly, I felt they benefited from 
hearing the stories of others in the group who were going through their experience as 
opposed to an ‘expert’ without such experience. At times, I found the more strict 
behavioural approach lacked attention to the therapeutic relationship however I do feel 
that concentrating on deeper level interpersonal issues may have been intimidating and 
lacking any focus for some clients within a short term group of 10 sessions.
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The Self Reflective Practitioner
In order for me to be able to evaluate my clinical practice, some of which I have just 
outlined, depended on my capacity for self-reflection. Two experiences that have been 
instrumental in my developing capacity for self-reflection are personal therapy and 
supervision.
Personal Therapv
Personal therapy has been crucial factor that has contributed to my evolving ability for 
self-reflection. Exploring my own conflicts and becoming aware of them has been 
invaluable in my ability to work effectively with clients. In Corey’s (1996) words: 
“Therapists cannot open doors fo r  their clients that they have not opened for  
themselves” (p.21)
In addition, personal therapy has provided me with the experience of being a client. 
Sometimes, during the early days of my work, I felt frustrated when clients did not 
change the patterns of their behaviour after having recognised how maladaptive these 
were for their lives. Being a client in my own therapy helped me appreciate how 
difficult and threatening change can feel and taught me to be more patient with my 
clients. It also made me more attune to the potential power inequalities in the therapeutic 
relationship and what it feels like to be in the client’s role. For example my early 
apprehensions about going into therapy and experiences of feeling vulnerable and 
exposed have helped me to gain a greater appreciation of how vulnerable clients might 
feel at times when talking about their inners worlds and the importance of trust in the 
therapeutic relationship. This has helped me to develop greater empathy for clients who 
find it very difficult to trust and for whom opening up to me as their therapist involves a 
great deal of courage.
Personal therapy and my participation in an experiential group in my second year 
allowed me to reflect on my practice and in particular on my countertransference, I 
found these ideas helpful in trying to become more aware of my part in the therapeutic 
relationship. Throughout my training, I have been complimented on my professional 
boundaries and ability to reflect. However, the same people have also commented that I
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do not disclose much personal information. I believe there is a delicate balance between 
maintaining professional boundaries and being too guarded. I reflected on this to a great 
extend within personal therapy and I will continue to try and achieve a balance between 
the two.
Supervision
Supervision has continuously challenged my thought processes regarding clients and 
therapeutic processes and has aided me in becoming an increasingly reflective 
practitioner. My therapeutic skills have been regularly monitored by my supervisors and 
through their constructive criticism and encouragement, my confidence as a practitioner 
has been strengthened significantly each year. Moreover, supervision has enabled me to 
become a scientist-practitioner within the microcosm of the therapeutic relationship. 
Supervision has helped me acknowledge the importance of aecepting accountability for 
my therapeutic interventions. I strive to find a balance between the use of science and 
clinical judgement in guiding my practice, in order to allow for clinical innovations and 
to prevent me turning into a ‘technician’. At times during my first year of training my 
own anxieties surrounding my lack of knowledge forced me to depend too much on 
techniques and evidence. However, continuous and appropriate supervision has proved 
helpful in establishing and striving towards this balance.
I greatly valued the group supervision I experienced at university. I learned an enormous 
amount from being able to listen to other people’s clinical experiences and in relation to 
my own, to the often differing perspectives of the group members including their 
sometimes varied emotional reactions to my clients. This was very enlightening in 
providing diverse perspectives on what might be happening in the therapeutic 
relationship.
Internal Supervisor
My supervision experiences not only assisted in my understanding of the client’s issues 
outside of therapy, but it also facilitated my process of reflective practice whilst with the 
client. As my therapeutic training progressed, I gradually began to develop the ability to
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reflect, “intellectually questioning and becoming tolerant to other approaches” 
(Clarkson, 1996). According to Casement (1985) ‘internal supervision’ involves the 
ability of the therapist to ‘be’ with the client and at the same time, maintain enough 
distance to observe and function as a therapist. This links very much with Safran and 
Segal’s (1990) aforementioned cognitive-interpersonal approach I drew upon in my 
third year. It is Casement’s view that novice therapists initially depend significantly on 
their supervisors for guidance and advice. Through the course of time and further 
experience they begin to develop a capacity for self-reflection, in other words, an 
‘internal supervisor’. Indeed, I remember relying on my supervisor’s suggestions 
especially in the early days of my therapeutic practice. However, as the training 
progressed, I gradually started to act as my own supervisor by paying close attention to 
clients’ narratives and using different theories to inform my practice. My therapeutic 
practice was further informed by a thorough grounding in research. My therapeutic 
practice was further informed by a thorough grounding in research.
Research
Research is an integral aspect of the aforementioned scientist-practitioner model, which 
involved myself as researcher continuously engaging in the process of critically 
researching my work. As already mentioned, there appears to be an inherent conflict 
between counselling psychology’s phenomenological view of the nature of science and 
the generation of knowledge and a traditional scientist-practitioner model based on a 
positivist/empiricist epistemology, which focuses solely on the measurement of 
‘objective reality’. I believe the conflict between epistemologies can perhaps be 
overcome by encompassing multifaceted approaches to knowing rather then any single 
doctrine. As Corrie and Callahan (2000) suggest, a reformulated scientist-practitioner 
model which includes innovative and phenomenological approaches (such as 
Interpretative Phenomenological Analysis (IPA) and Grounded Theory) as well as 
quantitative methods would seem to be entirely consistent with the core values of 
counselling psychology. The core values of counselling psychology and my belief in the 
importance of the therapist’s use of self in therapy, were influential in my decision to 
adopt IP A in the analysing the experience of suffering from depression in the context of
69
Therapeutic Practice Dossier
chronic pain. The acknowledgement that the outcome of IP A represents an interaction 
between participants’ accounts and the researcher’s own view of the world (Smith, 
1996) resonated with my interpersonal view of therapy.
Socio-political participant -the development of the political self
This is the final section, which I will outline that has shaped my professional 
development to date. I became a member of the Counselling Psychology Divisional 
Committee for Conference in my second year. My role began as trainee representative 
for the committee for conference and this involved acknowledging and allowing for a 
trainee voice to be heard in decisions regarding the conference and what trainees may 
want or need from the conference. In my third year, I took on the role of secretary as 
well as maintaining my duties as trainee representative.
In my third year my supervisor was involved in the Trust’s Eating Disorders Working 
Party aimed at implementing the NICE guidelines. Thus, subsequently she encouraged 
me to become involved in the Eating Disorders side of the Women’s Mental Health 
Strategy, which implemented the NICE guidelines. This involved organising an eating 
disorder information stand as part of a larger women’s mental health information day in 
the Trust and working directly with professionals, carers and sufferers.
I initially got involved in the Women’s Mental Health Strategy and BPS as I felt NHS 
and the profession’s structures were an area I needed to become more familiar with. In 
addition, it reflected my familial traditions of getting involved in political organisations. 
Getting involved in these activities has given me a perspective of where counselling 
psychology is within the BPS and NHS and where my role as a trainee fits into that. 
This more political emphasis has been an integral part of developing as a counselling 
psychologist. I hope to continue this when I become qualified as I feel it is where we, as 
counselling psychologists, can become heard. It is where other professionals, be it in the 
health profession or not, can see what we do and we can demonstrate our flexible, 
developing role amongst larger professional/government bodies.
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Conclusion
As I began to feel more confident in my abilities as a therapist, I became more able to 
‘listen’ from multiple perspectives (Frederickson, 1999). Listening at a ‘humanistic’ 
level, I attend to the ways in which clients make meaning of their experiences (Rogers, 
1951). Listening at a ‘psychodynamics’ level, I am in tune with the clients’ 
‘unconscious communications’ (Smith, 1991) and listen for narratives that reflect the 
transference relationship (Kahn, 1997). Listening at a cognitive level, I am actively 
identifying clients’ ‘negative automatic thoughts’ (Beck, Rush, Shaw & Emery, 1979) 
and maladaptive schemas (Young, 1990). This developing ability to listen from a 
multiplicity of different perspectives has been greatly facilitated by the experiences of 
working and being supervised in different models.
Finally, I would like to continue my work as a qualified counselling psychologist in a 
multi-disciplinary team -  where I have the opportunity to learn from others formally and 
informally. I believe my experience to date has prepared me well for working in this 
area. However, I look forward to continuing to develop my skills and knowledge.
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INTRODUCTION TO THE RESEARCH DOSSIER
The research dossier consists of a literature review, one qualitative piece of research and 
one quantitative piece of research. The literature review explores the cognitive 
behavioural approach to depression in chronic pain and outlines implications for the 
counselling psychologist. The second paper explored the experience of depression in the 
context of chronic pain using an interpretative phenomenological analysis. The third 
paper explores prior beliefs of counselling and clinical trainee psychologists, gender and 
medical influences on expectations for therapy in individuals experiencing chronic 
lower back pain.
N.B. As stated in the introduction to the portfolio, all potentially identifying information 
related to research participants have been changed or omitted in order to protect 
confidentiality.
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The Cognitive-Behavioural Approach to Depression in Chronic Pain: 
implications for the counselling psychologist
Abstract
Biopsychosocial models, such as the cognitive-behavioural model explored here, have 
been proposed to counter the problems medical models have incurred in terms of 
assessing and developing therapeutic interventions with those experiencing both chronic 
pain and depression. These models, such as the cognitive-behavioural model, address 
not just the physiological components of pain but also psychological and social aspects 
too. Here the experience of the individual suffering from chronic pain and in particular 
the individual suffering from both chronic pain and depression is explored using the 
cognitive-behavioural approach. Within the cognitive-behavioural approach, several 
models will be critiqued to highlight vulnerabilities related to pain impact and pain 
behaviour and the therapeutic implications of vulnerabilities will be discussed. It will 
also examine some of the difficulties of applying this approach directly to chronic pain 
and will look at alternative approaches. However, this is not an area that the counselling 
psychologist has been traditionally involved in. This paper sets out to outline the role of 
the counselling psychologist when involved with clients who are experiencing chronic 
pain and depression. In doing so it will highlight some of the practice implications for 
the practitioner, such as the core elements and ethical principles used in therapy.
Key words: chronic pain, depression, cognitive-behavioural approach, counselling 
psychology.
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Introduction
When pain persists beyond the usual course of normal healing time, pain may be termed 
as chronic. Chronic pain (CP) alters an individual both psychologically and 
physiologically so that there are complex changes in emotion, thought processes and 
behavioural patterns that contribute to making a painful problem self-perpetuating 
(Turner & Chapman, 1982). It has been estimated that 7% of the population suffer from 
CP at any one time (DoH, 2000). Pain behaviour patterns have been viewed as 
potentially occurring as a consequence of stimulation from an anatomical defect, but it 
may also occur as a psychological function because the person anticipates an 
environmental consequence influential to his or her behaviour (Fordyce, 1996). For this 
idea to be accepted as valid, the predominant conceptual model must expand from a 
biomedical to a more encompassing biopsychosocial one. A biomedical approach to CP 
has implications not only for assessment and therapy but also for the client’s perception 
of the nature of the difficulty and his or her role in the process of therapeutic change. A 
practitioner who conveys to the client a strictly biomedical perspective on CP, risks 
implying that “I can (or cannot) ‘fix’ it and you can’t”. In effect this implicitly 
encourages client passivity and stifled efforts toward restoring appropriate functioning, 
both mentally and physically. This biomedical perspective, if perceived by a client in 
fairly narrow terms, can lead to the presumption that the “solution” depends upon 
someone doing something to him or her and not on personal action. The traditional 
medical model has been largely unsuccessful in relieving CP in part because it has 
focused only on organic factors, ignoring the complexity and experiential aspects of the 
difficulty (Turner & Chapman, 1982).
Biopsychosocial models have been proposed to counter these difficulties and also as a 
means to account for the variety of characteristics the client experiencing CP presents 
within therapy. A biopsychosocial perspective, such as a cognitive-behavioural one 
explored here, involves an encompassing and collaborative approach which develops 
and applies interventions that address not just the physiological components of pain but 
also psychological and social components too. Research agendas in CP have targeted 
psychosocial factors, with special emphasis on depression (Pincus & Williams, 1999).
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Depression has being known to have a major effect both on the response to therapy 
(Dworkin et al. 1986) and the clinical characteristics (Keefe et al. 1986) of individuals 
experiencing CP. This paper will explore depression in CP with some guidelines for the 
counselling psychologist to become more effective therapists when dealing with clients 
suffering from CP.
This leads to the question where does a counselling psychology approach, based on 
humanistic principles, fit within all this. The Department of Health (DoH, 2001), has 
mentioned that one of the duties of the counselling psychologist is to assess those with 
complex problems such as, CP, before any decisions on psychological therapy are taken. 
It is therefore important for the counselling psychologist to contribute and develop their 
therapeutic skills in such complex difficulties, as CP. In addition, the Department of 
Health (DoH, 2001) has also mentioned that one of the duties of the counselling 
psychologist is to work therapeutically with clients using an approach that is in line with 
current evidence based practice and CBT has been reported as the most effective 
psychological therapy for pain management (DoH, 2002). This does not mean that 
counselling psychologists cease to be counselling psychologists and become other 
professionals when working in health settings involved with CP issues. It does not mean 
that the counselling psychologist loses his or her identity as a counselling psychologist. 
The important question is how counselling psychologists can use this body of work to 
improve the quality of their research, conceptualisation and practice while remaining 
counselling psychologists.
One of the challenges of reviewing this literature from a counselling psychology 
perspective is the inevitable engagement of medical model discourse (see Personal 
Reflections) This is not to say that the medical model discourse has to be taken whole 
heartedly, however at the same time it is impossible not to engage with the language that 
has been used in the vast amount of the literature. Certain steps have been taken 
throughout this review to make a shift from the medical model discourse; such as the 
use of the word ‘intervention’ as opposed to ‘treatment’, ‘assessment’ as opposed to 
‘diagnosis’, and ‘difficulties’ as opposed to ‘illness’. The use of the word ‘client’ as
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opposed to ‘patient’ is also used to emphasise the move away from the biomedical 
model to a more person-centred one, at the same time as emphasising the collaborative 
aspect of therapy. In addition, the use of the term counselling psychologist is used 
throughout to highlight the contribution of counselling psychology to the area of CP and 
the move from the medical discourse. However, this is not to say that other therapists 
and medical practitioners can not use or benefit from the concepts and interventions 
outlined.
Cognitive-behavioural concepts have exerted an important impact on our understanding 
of CP but it should be noted that cognitive behavioural therapy (CBT) is but one of the 
many therapeutic approaches used by a counselling psychologist. This paper sets out to 
evaluate this approach in terms of dealing with depressed individuals with CP in the 
hope of highlighting some of its strengths and limitations in this area. It will also look at 
the difficulties of applying this approach directly to CP and examining alternative 
approaches such as the use of CBT in an individualised as opposed to a generic manner. 
Some examples of the practice elements of the CBT approach to depression in CP will 
be outlined including practice implications for the counselling psychologist.
The aim of the current review is to outline the current CBT approach to describing 
depression in the context of CP. The reasons why it is important and timely will be 
explored in the following sections. In addition, the CBT model will be critiqued for its 
validity in terms of conceptualising and offering therapy for individuals experiencing 
CP who are also depressed. In doing so, this paper will hopefully outline the role of the 
counselling psychologist within this area.
Depression in chronic pain
The high co-occurrence of symptoms of pain and depression has sparked considerable 
theoretical and therapeutic attention in the CP literature (e.g. Blumer & Heilbronn, 
1982; Romano & Turner, 1985; Turk et al. 1995; Banks & Kerns, 1996; Williams, 1998; 
Pincus & Williams, 1999). The association of pain and depression is based partly on 
observations of the high prevalence of depressive symptoms in those suffering from CP
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and partly on evidence that clients with depressive symptoms frequently complain of 
pain (Kramliner et al. 1983). Historically, depression among clients with CP has most 
frequently been explained as an understandable even expected psychological reaction to 
living with CP (Hendler, 1984). Biological model suggests that similar neurochemical 
mechanisms are involved in both disorders (Hameroff et al. 1982). Other explanatory 
models have hypothesised that CP may best be conceptualised as masked depression 
(Merskey & Spear, 1967) or as a variant of “a depressive spectrum disorder” (Blumer & 
Heilbronn, 1982). France and colleagues have proposed that a subset of CP clients may 
have a genetic vulnerability to depression with an associated underlying neurochemical 
substrate (France et al. 1986).
Why examine depression in chronic pain individuals?
For a counselling psychologist the examination of depression in CP has important 
conceptual and therapeutic implications. Firstly, studies have demonstrated that 
depression has a substantial effect on the response to therapy by those who suffer from 
CP (Dworkin et al. 1986). Depression can interfere with the process of . achieving 
adaptive changes in pain behaviour and therefore represents an appropriate intervention 
target for clients experiencing CP (Smith et al. 1986; Kerns & Haythomthwaite, 1988). 
Intervention strategies for CP and the disability associated with pain may vary 
considerably depending on whether symptoms of depression are present. Secondly, 
studies have demonstrated that depression has a substantial effect on the clinical 
characteristics of clients experiencing CP. (Keefe et al. 1986; Kerns & Haythomthwaite, 
1988). Symptoms of depression in clients experiencing CP have been found to be linked 
with a number of important components of the CP experience, including pain intensity, 
disability, pain behaviour, activity level, functional ability and coping (Kramliner et al. 
1983; Doan & Wadden, 1989). Many clients experiencing CP suffer from depressive 
disorders and what accompanies depression in these individuals becomes a fundamental 
part of their experience of CP. On this basis, depression becomes a variable of 
considerable importance for the counselling psychologist when assessing, planning and 
working with individuals suffering from CP.
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The relationship between chronic pain and depression
Despite the outlined richness in research regarding the implications of depression in CP, 
controversy remains regarding the extent and nature of the relationship between the two 
(Romano & Turner, 1985; Brown, 1990; Dworkin & Gitlin, 1991; Fishbain et ah, 1997). 
For instance, it is still unclear to what extent CP and depression are related, whether a 
causal relationship exists, and if so what are the mechanisms that underlie this 
relationship. For example, in discussing depression in individuals who suffer from CP, it 
is important to remember that we are often unable to determine whether the stress of 
living with CP has caused the individual to become depressed or whether depressive 
symptoms had caused the experience of pain. It is unlikely that one of these causal 
chains is sufficient to explain the relationship between depression and CP in a majority 
of sufferers. Rather, each one of these pathways may sometimes be appropriate, but for 
different individuals and often in varying and complex combinations. Moreover, it is 
important for the counselling psychologist to remember that a client’s depression and 
CP may be unrelated.
Three reviews (Roy et al. 1984; Romano & Turner, 1985; Gupta, 1986) have provided a 
critical examination of the nature of this relationship. They have pointed to the 
discrepancies of the data available in the literature and the limitations of the studies 
appraised, particularly from a methodological point of view. From reviewing the 
literature, there appears to be few controlled studies and the assessment criteria, in 
relation to both depression and pain, seems to have many methodological downfalls. 
Therefore, the pivotal question may not be whether depression precedes CP or vice 
versa, but rather what identifiable risk factors (for example attributional style, cognitive 
dysfunctions etc), predispose clients with CP to experience depression. Williams (1998) 
also argues against pursuing the examination of the nature of the relationship between 
depression and CP. She adds that the “order of onset of measured events cannot 
determine causality and however sophisticated the model used to relate data across time; 
it is limited by the variables included” (p76). This argument is reiterated in Dworkin and 
Gitlin’s (1991) review of depression in CP. They state that the best therapeutic 
intervention for depressive symptoms in those experiencing CP depends more on a
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careful evaluation of the client’s depressive characteristics and personality than on a 
determination of whether depression preceded or followed the individual’s CP.
Clinical aspects of depression in chronic pain clients
The experience of CP is almost always stressful and disrupts a person’s life in major 
ways (DoH, 2000). Pain can cause fatigue and interfere with sleep, bring about physical 
disability and unemployment and place a great strain on an individual’s relationships 
with family and friends. These physical and emotional stressors are also losses - of 
energy and activity, of bodily function, of self-esteem and of social support - and such 
losses are often precursors of depressive symptoms (Brown, Craig & Harris, 1985). 
Specifically, how the client suffering from CP assesses various aspects of his or her pain 
experience i.e. its severity, chronicity, controllability, predictability, endurability and 
interference in life, might play a role in the development of depression. The way the 
person experiencing CP behaves when in pain and the kinds of reactions he or she 
receives from others might also contribute to the development of the depressive 
symptoms (Banks & Kerns, 1996).
Many clients with CP are depressed (Dworkin & Gitlin, 1991). However, depression 
comes in many forms and not all of which are common among clients experiencing CP. 
As a counselling psychologist it is important to carefully assess the symptoms of 
depression when carrying out interventions for at least two reasons. The first being that 
the more knowledgeable a therapist is concerning the psychosocial factors associated 
with a client’s pain experience, the more likely he or she will be able to develop a 
therapeutic intervention which is both collaborative and encompassing. The second 
reason is that symptoms of depression are often overlooked. For example, what may 
first appear to be pain behaviour could actually be symptoms of a psychological nature.
Why use a CBT approach for clients experiencing both depressed and chronic pain
Many researchers agree that cognitive-behavioural models of depression may provide 
insight into how depression develops in the context of CP and why there might be 
increases in depressive symptoms (Romano & Turner, 1985; Turk & Rudy, 1986; Banks
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& Kems, 1996). Interventions which combine cognitive and behavioural approaches aim 
to help clients restructure the way they think about their pain as well as to increase their 
day to day activity (Gamsa, 1994). Although, the philosophical roots of behaviour and 
cognitive theories may seem irreconcilable, they often complement each other in pain, in 
terms of assessment and therapy (Gamsa, 1994).
The fact that many, but not all, individuals suffering from CP develop depressive 
symptoms has led to the evaluation of vulnerability factors in populations with CP 
(Kems & Haythomthwaite, 1988). Rudy et al. (1988) directly tested the cognitive- 
behavioural mediation model and found that, although pain and depression were 
modestly correlated, this relationship was virtually zero when perceptions of impact and 
life control were controlled for. Using the methodology of causal modelling, Rudy and 
colleagues (1988) confirmed that the relationship between the CP and depression was 
non-significant; however, a model that included perceived impact and control accounted 
for a significant proportion of variance in depression. According to the cognitive- 
behavioural mediation model, pain alone is not a sufficient condition for the 
development of depression: specific cognitive variables or vulnerabilities related to 
perceived pain impact and the ability to control one’s life are necessary to mediate this 
relationship. The following models within the cognitive-behavioural approach will be 
examined to highlight these variables or vulnerabilities; cognitive distortion, teamed 
helplessness, self-control and behavioural models.
Cognitive distortion in individuals suffering from chronic pain
Beck’s (1967) cognitive distortion model posits that certain individuals are vulnerable to 
depression because they hold negatively biased cognitive schemas of themselves and 
their experiences. This model suggests that certain individuals suffering from CP have a 
pre-existing cognitive vulnerability for depression that takes the form of negative 
schemas. As Banks & Kems (1996) pointed out, this vulnerability can become activated 
in the presence of a critical threshold of a stressor, namely the experience of CP. It could 
be predicted from this theory that individuals with both CP and depression are more 
likely to exhibit distortions in cognition than CP individuals who are not depressed. In
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an attempt to examine the relevance of Beck’s model to depression in clients 
experiencing CP, Lefebvre (1981) developed a self-report instrument to assess cognitive 
distortion in chronic low back pain (LBP). Lefebvre found that general cognitive 
distortions as well as catastrophising, over generalisation, personalisation and selective 
abstraction, were significantly stronger in clients suffering from chronic LBP and 
depression than clients suffering from chronic LBP who were not depressed.
More current thinking in the depression literature is that automatic negative thoughts 
and cognitive distortions are a product and not a precursor of depressed mood (Banks & 
Kems, 1996). However, in the field of CP, four studies using sophisticated designs and 
analysis procedures have provided evidence that depression among clients suffering 
from CP may follow  cognitive distortion. Keefe et al. (1989) examined the relationship 
between catastrophising and adjustment to CP. After controlling for demographic 
variables, duration of pain and initial scores on measures of adjustment, initial pain- 
related catastrophising scores were positively associated with pain intensity, physical 
disability and depression six months later.
Sullivan and D ’Eon’s (1990) findings parallel those of Keefe et al. (1989) in that 
catastrophising cognitions are significantly associated with reports of increased pain and 
depression. Sullivan and D ’Eon (1990) also examined the relationship between the use 
of adaptive coping strategies and level of depression in clients suffering from LBP. They 
found that there was no significant relation between the use of adaptive coping strategies 
and level of depression. However, the degree of conceptual and operational overlap 
between depression and catastrophising (Smith et al. 1994) limits the usefulness of 
catastrophising as an explanatory construct fro variations in pain and depression in 
individuals suffering from CP. If catastrophising is a cognitive manifestation of 
depression, then the study of catastrophising is unlikely to shed light on the factors that 
mediate depression in clients experiencing CP.
Another study carried out by Smith et al. (1988) found that cognitive errors in clients 
with rheumatoid arthritis were significantly associated with both self-reported and
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interview-rated depression. Multiple regression analyses indicated that this association 
was independent of disease severity. Furthermore, cognitive distortion mediated a 
significant amount of the relation between the degree of illness and depression. As 
Smith et al. (1988), points out this mediational effect suggests that some of the 
depressive effects of severe disease occur through a client’s negative cognitions. It 
should be noted that self-report methods of assessing cognitive distortion were used, 
which often entails a variety of limitations such as reporting bias and social desirability 
bias.
To address these limitations Smith et al. (1994) examined the association between 
depression diagnosed according to the DSM-lll-R (APA, 1987) and scores on the 
Cognitive Errors Questionnaire. Clients experiencing both depression and CP and 
clients who experienced depression but not CP, reported more cognitive distortion than 
did the ‘normal’ control individuals or clients who were neither experiencing CP nor 
depression. For the counselling psychologist these results support the relevance of 
cognitive theory in the explication of depression among clients experiencing CP.
At this stage one may wonder what implications these findings have for practice. Firstly, 
because cognitive distortions are associated with reported increased pain and depression 
(as outlined above), it would therefore seem appropriate to assess for this among clients 
experiencing CP. These cognitive distortions then can be targeted in therapeutic 
interventions. Bradley et al. (1985) carried out a similar intervention, whereby, cognitive 
factors such as cognitive distortions were targeted in a therapeutic intervention. This 
resulted in a reduced behavioural impact of rheumatoid arthritis and a decreased level of 
recent disease activity. Secondly, high levels of maladaptive cognitions have been found 
to predict poor responses to a variety of interventions (Smith et al. 1986; Kems & 
Haythomthwaite, 1988). It would therefore be important for to assess and be aware of 
this before beginning any intervention plan. Thirdly, in a recent article Wells et al. 
(2003), stated that cognitive distortions i.e. cognitive biases, can be viewed as a risk 
factor for the development of chronicity in pain, as they are “implicated in the 
development of affective distress” (p il l) .  This assessment for such risk factors could be
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incorporated into a prevention orientated approach. It therefore appears that cognitive 
distortions are important processes for the counselling psychologist in the understanding 
of the nature, impact and consequences of CP.
Learned helplessness in individuals suffering from chronic pain
Seligman’s (1975) original formulation of the learned helplessness model of depression 
suggests that individuals who see themselves as unable to influence or control their 
outcomes, even though they maybe controllable, could result in what Seligman called 
‘helplessness’. This may lead to lack of motivation, reduced cognitive ability and 
passivity, perhaps leading to depression. In ' his reformulated helplessness model, 
Abramson et al. (1978) added that the sense of helplessness is mediated by attributions, 
in particular by three dimensions by which events are weighed: internal/external cause; 
global/specific focus; and stable/unstable event. CP can be conceptualised as an aversive 
experience that is often an uncontrollable event. The individual may believe that there is 
nothing he/she can do. Banks and Kems (1996) suggest that, Abramson et al.’s (1978) 
reformulated model proposes that individuals experiencing CP may ask themselves why 
they are not able to control their pain. Those who subsequently develop depression may 
do so because they have a pre-existing tendency to make attributions that are intemal 
(e.g. “It’s my doing that I got injured and now I have this back problem”), stable (e.g. 
“Every time I try to exercise I injury myself’), and global (“No matter what I do or try, 
my back is still hurting me”). Smith et al. (1994) observed that helplessness mediated 
the relationship between disease severity and depression among clients suffering from 
rheumatoid arthritis during an initial assessment and again four years later. Their 
findings suggest that helplessness contribute to depressed mood among individuals 
experiencing CP, in particular arthritis. This last finding, may throw some light on the 
notion that it is not CP per se that causes depression but how the individual evaluates his 
or her ability to control the pain and perhaps life in general (Banks & Kems, 1996).
Attributional style in individuals suffering from chronic pain
Banks and Kems (1996) reviewed the four main studies that have examined the 
relationship of attributional style to depression among clients experiencing CP. The first
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Study carried out by Love (1988) found that an intemal, stable, global style for negative 
events distinguished clients experiencing from both depression and CP from those 
experiencing CP without depression. However, there were no differences in attributional 
style for positive events. In addition, the attributional style was not common to all 
clients experiencing depression and CP, which suggested that other factors may be 
involved in the development of different subtypes of depression. A study carried out by 
Ingram et al. (1990) was unable to find significant differences in attributional styles 
between clients suffering from CP with or without depression. Cheatle et al. (1990) 
found that an amalgamatory score of intemal, stable and global attributional styles in 
response to negative experiences was associated with depression among a group of 
clients experiencing CP. However, the generalisability of this study is limited as a result 
of the sample size i.e. 20 individuals experiencing chronic low back pain.
Self-control in individuals suffering from chronic pain
The model of self-control is another cognitive variable, which may help to further 
highlight a vulnerability factor in individuals experiencing both depression and CP. 
Rehm’s (1977) self-control model may prove useful in further understanding the 
relationship between self-control and depression. Rudy et al. (1988) queried to what 
extent do pain sufferers manifest deficits in self-monitoring, self-evaluation or self­
reinforcement within their lives and to what extent do these specific deficits contribute 
to the experience of depression. They found that there was not a direct path between 
pain and depression. However, increases in pain severity predicted increases in life 
interference and decreases in self-control,' which together predicted increases in 
depression. Rudy and colleagues’ (1988) findings support the idea that an individual’s 
perception of lowered self-control may be an important mediator of the development of 
depression among those experiencing CP. Moreover, the appraisal of self-control was 
found to be relatively independent of the appraisal of pain impact, suggesting that each 
variable should continue to be examined for its theoretical as well as clinical 
significance. In terms of therapeutic implications, it is important for the counselling 
psychologist to remember that the client’s perceived control can predict compliance 
with therapy (Fisher & Johnson, 1998).
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Positive reinforcement in individuals suffering from chronic pain
Fordyce (1976) used a behavioural framework to provide a possible explanation for the 
development of depression in clients experiencing CP. The client suffering from CP can 
be seen as having sustained a major reduction in positive reinforcements, i.e. rewards 
and punishments following specific behaviours, in that a range of activities that had 
previously produced positive effects are instead accompanied or followed by pain and 
are therefore punishing (Banks & kems, 1996). By limiting the range of activities to 
avoid pain, the individual becomes trapped in a cycle of reduced reinforcement and 
reduced activity.
The behavioural model of depression can be conceptualised in terms of a vulnerability 
to depression that may be activated by a certain type of stressor (Banks & Kems, 1996). 
The vulnerability may take the form of previous restricted levels of instmmental, i.e. 
goal oriented activity along with a limited source of responses which are dependent 
upon reinforcement, previous inadequate skills to attain reinforcers from the 
environment or both. The stressor is the onset of CP, with its accompanying reduction in 
rewards and increase in punishing experiences. For example, an individual whose 
predominant source of positive reinforcement is derived from physical activity, who 
lacks the skills to develop other sources of reinforcement and who then becomes 
physically disabled by a CP condition, is at risk for depression.
Although this model seems quite plausible in explaining depression that develops after 
the onset of pain, it does not account as well for depression that develops prior to or 
simultaneously with pain. Romano and Tumer (1985) noted that research is needed to 
determine if maintenance of an adaptive behavioural repertoire associated with positive 
consequences distinguishes clients who do not become depressed subsequent to having 
CP from those who do.
It has been noted by Coyne (1976) that social consequences may serve to maintain 
depressive behaviours, as well as pain behaviours. Compared with clients experiencing 
CP without depression, clients experiencing both depression and CP have reported lower
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levels of activity and greater perceived impact of pain in their lives (Kems & 
Haythomthwaite, 1988). Behaviour theory forms the basis of operant pain management 
programmes, which aims to abolish pain behaviour and in doing so remove the pain 
problem. The counselling psychologist attempts to introduce reinforcements which are 
dependent on ‘well behaviours’, which are assumed to be incompatible with pain. This 
has therapeutic implications for the counselling psychologist who aims to aid the client 
in reducing dependent reinforcers, such as medications, sympathetic attention, bed rest 
and avoidance of aversive situations. Successful therapy outcome is defined by 
decreases in pain behaviour (Fordyce et al. 1985). While it may be possible to reduce 
pain behaviours by controlling their reihforcers in a pain intervention programme, the 
counselling psychologist should be aware that, the likelihood that such gains will be 
maintained in the long-term, as clients retum to difficult family dynamics or deeply 
rooted personal difficulties is more questionable (Gamsa, 1994).
CBT for clients suffering from chronic pain and depression
Often by the time clients experiencing CP arrive for therapy, a large proportion is 
already depressed. Given the high rates of major depression among individuals 
experiencing CP (Turk, Okifuji & Scharff, 1995; Williams, 1998), depressive 
characteristics should be assessed carefully. The intervention for depression, in CP is 
often dominated by the use of antidepressarits rather than psychological therapies 
(Pincus & Williams, 1999). However, as Williams (1998) points out, this preference 
may be attributable more to the effects of “marketing on medics’ beliefs, to costs and to 
ease of reimbursement” (p72) than to any noticeably greater effectiveness. It has been 
found that CBT, with skills practice between sessions and over the longer term, emerge 
from several meta-analyses to produce appropriate changes as good as that provided by 
tricyclic antidepressants, with better commitment and better maintenance to therapy 
over the longer term (Roth & Fonagy, 1996).
In therapy the counselling psychologist uses CBT with the aim of (a) Teaching clients 
about the relation of pain to cognitive, affective and physiological variables in order to 
help them re-conceptualise their ability to control pain (Williams, 1998). (b)
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Establishing new experiences, associated rules and assumptions (c) Teaching clients’ 
skills that enable them to change the way they cope with pain. In addition, developing 
accurate appraisal of situations and of the resources with which these coping skills can 
be met. (d) Inducing behavioural changes such as increasing activity and thus the rate of 
reinforcement, in which changes in the client’s attributional pattern occur (Costello, 
1993).
The efficacy of CBT as a form of therapy for clients experiencing chronic pain and 
depression
In a review of studies carried out on the efficacy of cognitive-behavioural interventions 
with clients experiencing pain, Turk and Rudy (1986) have found CBT to be somewhat 
effective (e.g. Holroyd & Andrasik, 1978; Flor et al. 1983). However, many of these 
studies that targeted cognitive variables had flaws that led to difficulties in interpretation 
and therefore need to be viewed as suggestive rather than definitive. Meta-analyses on 
individuals with rheumatoid arthritis have indicated that psychosocial interventions in 
general and more specifically CBT have non-significant to small effects on indicators of 
physical and psychological functioning after therapy and non-significant effects at 
follow-up assessments (Riemsma et al. 1999). Nonetheless, Moore and Chaney (1985) 
carried out a controlled study, often using a waiting list as control group, to examine the 
efficacy of a brief therapeutic intervention incorporating many cognitive variables. They 
found CBT to be successful not only in reducing self-reports of pain but also in reducing 
the use of the health care system and in reducing pain behaviours observed by spouses. 
However, it should be noted here that these studies were not specific for clients 
experiencing both CP and depression.
Turk (1990) and Evers et al. (2002) pointed out that the individual experiencing CP with 
heightened distress levels and unhelpful cognitive behavioural factors may benefit most 
from CBT. Retrospective analyses of the effects CBT with clients suffering from 
fibromyalgia provided preliminary support for this view, indicating that clients 
characterised by high distress levels and unhelpful cognitive-behavioural factors
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benefited more from CBT than those relatively well adjusted or whose impairment was 
mainly related to social functioning (Turk et al. 1998).
Not all researchers would agree with the benefits of CBT as a form of therapy for clients 
experiencing CP with or without depression. Sharp (2001) reports that in practice the 
cognitive therapy element in CBT has been limited. He argues that it is questionable 
whether to continue to include problematic concepts, such as operant principles with 
little cognitive therapy, into a revised CBT approach. Sharp proposes a ‘reformed’ CBT 
approach, which focuses more directly on a client’s thoughts and appraisals of pain and 
looks at behaviours with regard to the ways they may maintain pain related cognitions. 
Others such as Kabat-Zinn et al. (1982) have expanded on this cognitive therapy 
element by using a mindfulness based approach to working with those experiencing CP. 
In general, findings for individuals suffering from CP have shown statistically 
significant improvements in ratings of pain, other medical symptoms and general 
psychological symptoms whilst using Mindfulness Based Cognitive Therapy. Many of 
these changes were maintained at follow-up evaluations (Kabat-Zinn et al. 1987). These 
comparisons used pre-post comparisons with no control group.
More research is needed in the examination of the efficacy of CBT with individuals 
suffering from both depression and CP. Future research in this area should include: (a) 
More controlled studies needs to be completed specifically on clients who are 
experiencing both depression and CP. (b) Research needs to identify the mechanisms by 
which cognitive-behavioural interventions influence pain and pain behaviour. Stemming 
from this further verification for the assumptions implicit in cognitive-behavioural 
models of pain interventions are also required, (c) Reliable assessment measures of pain 
and depression other than self-report methods need to be explored (d) Research into the 
‘reformed’ CBT approach needs to be sought, to test its efficacy in therapy for 
individuals experiencing both CP and depression.
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Can an intervention plan for clients suffering from chronic pain alone be applied to 
an intervention plan for clients suffering from both chronic pain and depression?
There is a paucity of research on the efficacy and uses of the CBT approach to clients 
experiencing depression and CP (Kems & Haythomthwaite, 1988). Perhaps this is due 
to the difficulties in distinguishing between pain and depression. This begs the question 
can the counselling psychologist use the same intervention methods for both individuals 
experiencing CP and depression as those experiencing only CP? Given the large number 
of clients suffering from CP who experience depressive symptoms, it would seem viable 
to use CBT approaches for pain (Turk & Rudy, 1986). Williams (1998) pointed out 
there are no conceptual or methodological barriers preventing the adoption of the study 
design and application of these intervention methods to clients experiencing CP and 
depressed mood. Therapeutic interventions that focus on adjusting cognitive distortions 
and altering negative automatic thinking with more adaptive automatic thinking would 
appear appropriate for clients experiencing CP and depression. However, it does not 
appear that simple the converse i.e. applying interventions used for clients experiencing 
both CP and depression to those experiencing CP and without depression. Whereby, 
cognitive-behavioural approaches aimed primarily at identifying and modifying negative 
automatic thinking and cognitive distortions appear to be less appropriate and instead 
approaches focusing specifically on pain variables rather than cognitive variables are 
more likely to be pertinent (Ingram et al., 1990).
This leads on to the question whether the depression in clients experiencing CP differs 
from depression in clients who are not experiencing pain? In a study carried out by 
Pincus et al. (1995) on groups suffering from depression, they found that the concept of 
depression did not fit clients suffering from CP who reported depression. The 
investigators concluded that the group suffering from both CP and depression was 
qualitatively different from other groups suffering from depression, with different 
concerns that would need a different intervention focus. Thus the specific targeting of 
cognitive-behavioural interventions is important depending on whether depression is 
present and what type of depression i.e. clinical or stemming from CP. It also highlights
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the importance of individualised intervention plans, which will be discussed in the next 
section.
Individualised plans for therapy
In spite some of the outlined small but encouraging effects of CBT interventions used in 
CP, the variability in outcomes between clients and the extent and maintenance of 
effects in the long run is a point of continuing discussion (Keefe et al. 1989; Turk, 
1990). The limited effects of CBT for CP have frequently been ascribed to the 
heterogeneity of clients. Not all clients may receive benefits from generic interventions. 
It is not unusual for clients to have a wide range of hypothesised difficulties and 
locations of pain, not to mention a wide range of demographic and individual 
differences (Turk, 1990). Individualised intervention plans are used to tackle this 
problem and are specifically designed to the client’s characteristics, in terms of type of 
client and timing of therapy. This has been repeatedly suggested as a way to increase the 
benefits from CP therapy (Turk, 1990; Evers et al. 2002). In view of the various 
problems from which individuals experiencing CP suffer, intervention plans applied 
modularly and tailored to clients’ clinical needs may increase the effectiveness of CBT 
in CP (Turk, 1990). In addition, it is important for the counselling psychologist to apply 
intervention components that match an individual client’s characteristics and to direct 
this to the area in which the client suffers most. Also to take into account what the 
phenomenological experience of being in pain, with or without experiencing depression, 
means to the sufferer. This is likely to increase client satisfaction with therapy and 
decrease drop-out rates. Banks and Kerns, (1996) also added that CP therapy is likely to 
be enhanced if the depression is considered an integral part of the clients’ psychological 
picture.
It is important for the counselling psychologist to take some of the following factors into 
account when planning an individualised CBT intervention plan for clients experiencing 
CP with or without depression;
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(1) Maladaptive cognitive behavioural factors: As already mentioned clients with 
unhelpful cognitive behavioural factors benefits more from a CBT approach than those 
without (Ingram et al. 1990).
(2) Timing of therapy: Unhelpful cognitive behavioural factors may be less established 
and easier to modify at an earlier stage than later on, suggesting increased CBT 
effectiveness for clients suffering for a shorter time. A CBT trial with individuals 
suffering from rheumatoid arthritis in its early stage was the first controlled trial to 
demonstrate beneficial effects of CBT for depression after therapy and at follow-up 
assessment (Sharpe et al. 2001). Evers et al. (2002), research on individuals suffering 
from rheumatoid arthritis indicate that helplessness can be modified at a relatively early 
stage of the condition and effects are maintained at follow-up assessments. Taken 
together, these provide preliminary evidence for the counselling psychologist that CBT 
conducted at a relatively early stage of the CP condition, may improve effectiveness in 
the short and long term.
(3) Use of other multidisciplinary professionals: Recent developments in
multidisciplinary intervention plans for CP increasingly include the regular care of nurse 
specialists. They provide information and education about the psychological and 
medical therapy (Evers et al. 2002). If working in a multidisciplinary setting, it is 
important for the counselling psychologist to liaise with other relevant professionals to 
strengthen the individualised intervention plan and in order to obtain a high standard of 
care.
Therapy response
Kerns and Haythomthwaite (1988) carried out one of the few studies on the efficacy of 
cognitive-behavioural interventions on individuals experiencing CP and depression. 
They examined the effect of cognitive behavioural interventions on therapy outcomes 
for clients experiencing CP and depression. These researchers found that there was a 
tendency for a larger proportion of clients suffering from depression to fail to complete 
the intervention plan. These results propose that attention should be given to the 
experience of depression in order to successfully engage many of these clients. 
However, among those that completed the intervention, there was no significant relation
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between depression severity and outcome, such that clients suffering from mild, severe 
or no depression showed similar progress toward their intervention goals. It should be 
noted that the data was based on somewhat unreliable self-reports of both pain and 
depression.
A study carried out by Jacob et al. (1983) examined the effect of depression as a 
therapeutic outcome variable. They found significant correlations between improvement 
of migraine headaches following relaxation therapy and scores on the Beck’s 
Depression Inventory (BDI, 1988). It was found that clients scoring 3 or less on the 
BDI, all improved. However, those scoring 8 or more did not improve. The major 
criticism of these study is whether the score of 8 on the BDI can be defined as 
‘depressed’ and what the implications of this is for ‘depression’ as a variable affecting 
the outcome of therapeutic interventions.
Dolce (1987) found that self-efficacy beliefs about ability to exercise were predictive of 
improvements in physical functioning and work status following a physical re-activation 
intervention plan. This series of studies on self-efficacy beliefs and response to 
intervention led to the clinical observations that unless clients perceived improvements 
in physical functioning as resulting from their own actions, they were more likely to 
return to their pre therapy state. Those who made observable improvements in physical 
functioning on formal assessment but did not show any change in self-efficacy beliefs 
were more likely to attribute the changes to the efforts of other people such as the pain 
clinic staff.
As already mentioned the timing of the intervention has considerable effects on therapy 
response (Dworkin et al. 1986). Individuals experiencing CP and depression who have 
continued to work and who have sought therapy relatively earlier may have a better 
therapy response because they have remained more active. Dworkin and colleagues 
study suggests that an emphasis on activity, both physically and mentally, and becoming 
actively involved in therapy is particularly important with clients who are experiencing 
CP and depression (Dworkin et al. 1986).
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Ethical issues for the counselling psychologist to consider
As counselling psychologists it is our duty to behave in an ethical manner (British 
Psychological Society, 2001). This includes the-behaviour of a counselling psychologist 
in the carrying out of any pain intervention plan. The ethical issues to consider when 
involved with a pain intervention plan have been outlined by Keefe et al. (1996).
(1) Efforts should be made to share the assessment information with the client. Many 
clients complete numerous assessment tests, questionnaires and diaries, but are rarely 
given the option to explore these with the therapist. Keefe et al. (1978) speak of a 
‘sharing conference’, whereby the client gets the opportunity to review his/her 
assessment and see how the data has been implemented into their intervention plan. This 
gives the client a great chance to understand their pain and can increase their motivation 
and participation in the therapeutic process.
(2) The counselling psychologist should make every effort to match pain information to 
assessment information. As already outlined there is now a growing interest in 
interventions, which are individualised to the needs of the client as opposed to relying 
on more generic model for all clients (Evers et al. 2002). Before collecting assessment 
information, the counselling psychologist should attempt to assess each client’s goals 
and expectations and to review the likely outcomes of proposed plan. Failure to explore 
client expectations about therapy goals can lower the client’s motivation and lead to 
problems with non-compliance and drop out (Keefe et al. 1996).
(3) It is important for the counselling psychologist to obtain full informed consent 
before carrying out any assessments. This consent should provide explicit information 
about what will be explored, how it will be gathered, what use it will have, where it will 
be stored and who else will have access to it.
(4) Finally, when a counselling psychologist makes interpretation about assessment data 
it is important to maintain respect for the client. Oftentimes clients presenting with 
excessive pain behaviour are labelled such names as ‘crocks’ or ‘maligners’. Such 
labelling is unhelpful and may obscure the possibility that high levels of pain behaviour 
might be due to unintentional reinforcement by a family member, muscle spasm or 
depression - all of which are adaptable in therapy.
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Core elements of a CBT approach to chronic pain with or without depression
A complete review of the practice elements is beyond the scope of this paper. However 
here are some of the core elements a counselling psychologist may draw upon when 
presented with a client experiencing CP during therapy. In addition, the mentioned 
‘ethical issues’ and elements of the ‘individualised intervention plan’ should be 
considered and appropriately included. The counselling psychologist and any 
practitioner involved with a client’s therapeutic intervention should consider the 
following points.
At assessment:
• The counselling psychologist should assess the client’s appraisals of pain. It is 
proposed that the interpretation of pain and its consequences is one of the primary 
differences between clients experiencing CP and depression and clients experiencing CP 
alone (Sharpe, 2001). It is also important that clients suffering from CP and not 
depression should be assessed in the same manner as those suffering from depression in 
an effort to identify who is a risk for developing depression.
• Certain activities which the client may be avoiding should be assessed, as they may 
interfere with disconfirmation of and thereby maintain certain cognitions or beliefs.
• Both the client and the counselling psychologist should identify pain behaviours 
which need to be reduced or diminished. In addition, it is important to identifying 
effective rewards for the client in order to maintain motivation and reduce therapy drop­
outs.
At intervention planning:
• How pain related cognitions were formed should be noted. These are assumed to 
develop as a result of a client’s early learning histories and cultural backgrounds. 
Exploring this will allow the counselling psychologist to get a better picture of how the 
client has learnt to interpret or/and evaluate pain in different ways and it will also 
provide information to how these can be unlearnt if need be.
• The hypochondriasis model (Salkovskis & Bass, 1997) can be drawn upon to assess 
and explore the client’s beliefs about their symptoms and the tendency to seek
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reassurance (Sharp, 2001). The manner in which medical professionals respond to 
reassurance seeking should be noted as this may reinforce anxiety and passivity within 
the client.
Undertaking of therapy:
• Together the client and the counselling psychologist aim to recognise the 
connections between the client’s thoughts and the consequent feelings and pain. These 
thoughts are then substituted with more adaptive ones.
• The responses of significant others to the client’s pain behaviour are explored. These 
responses can be seen as providing evidence for or against a client’s pain beliefs and 
cognitions. Family therapy may be considered if appropriate.
• Together the client and the counselling psychologist aim to reduce learned pain 
behaviours and replace them with behaviours inconsistent with the ‘sick role’. In order 
to do this, there must be a change in environmental contingencies, i.e. rewards and 
punishments, following specific behaviours, so that pain behaviours are not rewarded 
but desired ones are. An example of a behavioural approach may be to allow ‘rest’ to 
become contingent upon doing a fixed and preset amount of exercise (Forbyce, 1996).
• Finally, there are many intervention strategies a counselling psychologist can draw 
upon in therapy have enabled many clients experiencing CP to regain a more 
independent lifestyle (keefe at al. 1992). These include social reinforcement, 
biofeedback, time-contingent medications, relaxation training, and instruction in 
imagery or distraction methods.
Conclusion
The studies outlined above emphasise the importance of the cognitive-behavioural 
model as a mediator of the CP-depression relationship to explain the variation of 
observed emotional distress in clients. According to the cognitive-behavioural mediation 
model, reductions in instrumental activity and an associated loss of important social 
rewards, in addition to reductions in perceived self-control and specific cognitive 
appraisal variables relating to perceived pain impact, are hypothesised to be necessary 
mediators for the development of depression in clients suffering from CP (Rudy et al.
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1988), The outlined cognitive-behavioural studies have important implications for both 
assessment of and interventions with clients experiencing CP and depression as they 
emphasise the need to assess and directly deal with psychological variables, specifically 
clients’ own experience of their difficulties, in addition to attention to physiological 
factors.
Although, the cognitive-behavioural model does account for a great deal of the variance, 
it is still limited in its ability to explain the seemingly higher rates of clinical depression 
in clients suffering from CP. One reason for this limitation is that its focus is on the 
elaboration of aspects of the vulnerability as opposed to aspects of the stressor. In the 
cognitive behavioural models mentioned above, the stressor is non-specific, that is, its 
characteristics do not matter, so long as it is of sufficient magnitude to trigger the 
vulnerability. It is therefore important for future research to examine more closely the 
nature of the stressor. Banks and Kerns (1996) have suggested the diathesis-stress 
framework. This model integrates the concepts of both vulnerabilities, already outlined 
in the models above, and stressors. Kerns and Jacob (1996) completed research on the 
diathesis-stress model that integrates the various vulnerability domains hypothesised to 
play a role in the development and perpetuation of CP. This model posits that for a 
disorder to develop, both diathesis and stress must interact. However, as of yet this 
model appears not to have being tested to explain the development of depression in CP. 
Hopefully, when tested it may prove valuable to the counselling psychologists in both 
conceptualising cases and formulating individualised interventions for clients suffering 
from both CP and depression.
It can be seen from this review that the cognitive-behavioural model, at times, can be 
unsatisfactory, in explaining depression in CP and any further models i.e. diathesis- 
stress model, may also run the risk of becoming further enmired with each refinement 
and each uncritical use. Perhaps, what is needed is an approach, which is deconstructive 
and phenomenological in nature in order to explain the experience of depression in CP. 
Considering that pain is a personal experience influenced by attention, anxiety, prior 
learning history, the meaning of the situation and other psychological variables, a shift
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towards a more holistic approach may be necessary. An approach which has less 
emphasis on generic models of therapy and more emphasis on the individual’s 
experience and context of CP, such as in healthcare and in the family, may prove to be 
useful. Hopefully, this may enrich those already existing theories and enable us, as 
counselling psychologist, to become more effective in understanding, assessing, 
planning and carrying out interventions for clients experiencing both CP and depression.
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Appendix 1: Personal Reflections
My interest in depression in CP stems from both personal and academic experiences. 
This will entail a chronological story. At the age of 14, at a time when I was playing 
competitive tennis, I broke my coccyx (tail-bone) and damaged various other parts of 
my back. I was told by various medics not to do any exercise - “rest”. This injury had a 
profound effect on me; made me reconsider the ‘shelf-life’ of a tennis career, it severed 
my activities and left me with a lot of time on my hands. I used this time to read a lot 
about human physiology. By the time I was 17, my coccyx had healed but I was still 
feeling the same pain. It left me wondering, “How could this be”
Later, when I started my studies in psychology, I began to look at the illness identity I 
was forming. Friends and family would help,me with activities that could possibly 
aggravate it and I began to realise that I was receiving some secondary gains. Whilst 
studying psychology, I began to realise that the prescription o f “rest” given by medics 
was contingent upon my pain behaviour i.e. if I showed pain, I would get to rest and not 
do any ‘back aggravating’ chores. Thus, in this way my pain was invariably maintained. 
Aside from this, as part of my tennis training programme, I used to incorporate 
visualisation, imagery and self-talk. I began to read about these concepts again, not in 
sport psychology books but in cognitive therapy in clinical practice books. I took it upon 
myself to break these contingent links and to start on my own ‘cognitive therapy’. Over 
time, my back pain reduced, maybe this was chance or maybe I ‘grew out of it’. Does it 
matter? My back is much better and it has brought me to my current interest in CP. I 
think if I did not have the personal experience of a chronic injury and the sports 
psychology knowledge, I would not be reviewing either CBT or CP.
My academic path post school until now has being influenced by my personal 
experience. After school, I studied Applied Physiology and Health Science; this course 
incorporated my interest in human physiology with psychology. It integrated these two 
interests of mine; mind and body. However, at the same time, left me with many 
unanswered questions; how does the mind affect the body and vice versa? My BSc. 
degree in Psychology brought therapeutic practice elements into the realm of my
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interests. I began to study depression, which sparked my interest into how this may be 
involved with people who are experiencing pain. Does pain cause depression or does 
depression make you more susceptible to pain or do both occur at once? Fortunately, I 
did not experience depression whilst being injured and when reviewing this literature I 
often wondered upon my legitimacy to speak about CP with depression together if I had 
not suffered it. However, as I developed more as a trainee counselling psychologist I 
realised that I can contribute knowledge to this growing area.
Whilst researching for this review I was somewhat apprehensive about whether I was 
covering all aspects of the CP literature. Because CP is not an area that my supervisor 
has extensive knowledge in, at times I become anxious about missing a ‘vital’ piece. As 
time went on and I repeating came up with the same literature and researchers names, 
my anxiety lessened. Contacting some of the researchers in the area has also quenched 
my anxiety.
While reading the literature for this review I often felt like I was being constantly pulled 
into the ‘medical world’. Admittedly, I did struggle with the language; on one hand, I 
did not want to buy into the medical model language but at the same time I was hoping 
not to lose the underlying concepts behind the literature I was reading. At times, I 
wondered where (if any) were the counselling psychologists researching CP? I 
constantly had to stand back and ask myself “what does this mean for the counselling 
psychologists?” At first, I became suspicious; was this a taboo area for the counselling 
psychologist? But then I became determined to demonstrate that this is an area 
counselling psychology can be involved in both theoretically and therapeutically. It was 
quite a challenge for me, as a trainee counselling psychologist, to attempt to put 
counselling psychology markings on a field that had already been eroded by the medical 
model. At the same time, I felt it was another benchmark for me in forming my identity 
as a counselling psychologist.
This review has aroused my interest in other areas of depression in the context of CP. I 
would like to further my knowledge in this area by carrying out a phenomenological
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piece of research on the experience of depression in CP individuals. While being a 
‘patient’ or ‘client’ who experiences CP and depression is a significant aspect of the 
experience of CP and depression, it is by no means the only or necessarily the most 
important. I believe it to be valuable to study how people manage their pain in their 
everyday lives in order to capture the pain experience.
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Appendix 2: Details of Target Journal: European Journal o f  Pain 
Guide for Authors
Free colour reproduction. There is no charge to authors for publishing colour 
illustrations.
IMPORTANT MESSAGE
The Editorial Office of the EJP is changing from January 1st, 2005. From that date on, 
new submissions to the European Journal o f  Pain must be made on-line through the 
website https://www.editorialmanager.com/eip/
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Exploring the experience of depression in the context of chronic pain: an 
interpretative phenomenological analysis.
ABSTRACT
There is a relative absence of research surrounding the experience of chronic pain and 
depression. Therefore this study aims to redress this omission and increase the 
understanding of the sufferers’ difficulties. In-depth interviews were carried out with ten 
participants who were experiencing different chronic pain conditions in order to gain 
insights into their experiences of both chronic pain and depression. Data were analysed 
using Interpretative Phenomenological Analysis to highlight both commonality and 
diversity within the experience of both chronic pain and depression. Participants 
consistently reported frustration at not being understood and not understanding the 
experiences themselves. This led them to search for answers, compare themselves with 
others and resulted in a general sense of loss. To help conceptualise the participants’ 
experiences certain concepts such as Locus of Control, Social Comparison Processes 
and Causal Attributions were drawn upon. Implications for therapeutic practice were 
also examined.
KEY WORDS: Chronic Pain (CP); Depression; Phenomenological Interpretative 
Analysis; Counselling Psychology
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INTRODUCTION
Chronic pain (CP) is a major health problein (Department of Health, 2000) and one 
where pain, physical impairment and biological pathology are only very loosely 
connected (Baszanger, 1992). Many individuals with CP are depressed (Turk, Okifuji & 
Scharff, 1995; Williams, 1998). It often can be difficult for the counselling 
psychologist' to assess symptoms of depression in individuals experiencing CP. This is 
due to the fact that the symptoms of depression are numerous, and vary from person to 
person in their intensity, duration and frequency and not all of which are common 
among individuals experiencing CP. The high co-occurrence of symptoms of pain and 
depression has sparked considerable theoretical and therapeutic attention in the CP 
literature (e.g. Banks & Kerns, 1996; Campbell, Clauw & Keefe, 2003; Pincus & 
Williams, 1999). The association of pain and depression is based partly on evidence that 
clients with depressive symptoms frequently complain of pain (Dworkin & Gitlin, 1991) 
and partly on observations of the high prevalence of depressive symptoms in those 
suffering from CP (Brown, 1999).
For the counselling psychologist (and other psychological therapists) the examination of 
depression in CP has important conceptual and therapeutic implications. Studies have 
demonstrated that depression has a substantial effect on the response to therapy by those 
who suffer from CP (Williams, 1998). Research has also shown that depression has a 
substantial effect on the clinical characteristics of clients experiencing CP (Keefe, 
Wilkins, Cook, Crisson & Muhlbaier 1986; Kerns & Haythomthwaite, 1988). As the 
experience of pain and depression is subjective, and in keeping with the principles of 
counselling psychology, it is important for the counselling psychologist to be aware and 
observe what the individual subjective processes may be in relation to their condition. 
On this basis, the exploration of depression in the context of CP becomes a variable of 
considerable importance for the counselling psychologist when assessing, planning and 
working with individuals suffering from CP.
' The term ‘counselling psychologist’ is used throughout. However, this does not diminish the paper’s 
relevance to other therapists.
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Some quantitative research has been presented to explain the occurrence of depression 
in CP with conflicting results. These findings have ranged from conceptualising CP as 
masked depression (Merskey & Spear, 1967) to suggesting that similar neurochemical 
mechanisms are involved in both depression and pain (Hameroff, Cork, Scherer, Crago, 
Neuman, Womble & Davis, 1982). According to the cognitive-behavioural mediation 
model, pain alone is not a sufficient condition for the development of depression; 
specific cognitive variables or vulnerabilities related to perceived pain impact and the 
ability to control one’s life are necessary to mediate this relationship (Banks & Kerns, 
1996; Pincus & Williams, 1999). Overall these conflicting quantitative research findings 
fail to explicitly explore the personal experience of depression in the context of CP 
(Hession, 2003), which is what this study attempts to do.
Interestingly, there is also a lack of qualitative research that captures the experience of 
both depression and CP. The qualitative research that does exist stems mainly from the 
medical sociological literature and explores the meaning of CP in isolation (Charmaz, 
1983; Huber, 1984; Osborn & Smith, 1998; Williams, 1984). Charmaz (1983) found that 
many individuals experienced a loss of a sense of self as a result of suffering from the 
pain aspect of chronic illness. This experience seemed to originate from restricted lives, 
social isolation and a sense of burdening others. Huber (1984) believed that pain 
challenged the sufferers’ meanings about their life and in doing so isolated these 
individuals from those around them.
Williarhs (1984) examined how the individual attempts to achieve a sense of function or 
order of their past resulting from the onset of rheumatoid arthritis. He found that 
participants’ belief models were an attempt to portray the processes of their illness 
within a socio-psychological interpretation of the relationship between personal identity 
and the social roles in modem society. Osborn and Smith (1998) are two of the few 
psychologists exploring personal meaning of CP. In their research on the personal 
experience of lower back pain they found that participants found it difficult to make any 
sense of their pain experience and of the legitimacy of the chronic nature of their pain.
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For the purpose of this research study, there is a commitment to the phenomenological 
approach to reporting and interpreting the subjective experience of pain and depression 
of all participants. Therefore, the study is not concerned with testing a particular theory 
in relation to those experiences and the evaluation of any appropriate theories will be 
discussed later in a post-hoc manner.
In light of what has been outlined, this study aims to explore the experiences of 
depression and pain. In doing so, this research will help identify to what extent 
participants make sense of the possible underlying psychological processes involved. In 
essence, as a researcher I am asking, “what is it like” to experience both depression and 
CP. A qualitative phenomenological perspective was used given the conflicting findings 
of quantitative research, to explore the diversity of the area and to assist theoretical 
development and therapeutic practice.
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METHOD
Participants
Ten participants were recruited for this study and this number of participants conforms 
to the recommended sample size for interpretative phenomenological analysis (IPA) 
(Smith, Jarman & Osborn, 1999). Recruitment of participants was conducted by 
contacting the coordinators from six support groups, which were chosen due to their 
geographical accessibility. Participants experienced' M.E. (equated with chronic fatigue 
syndrome), CP (with no organic origin), chronic back pain, migraine headaches, 
ankylosing spondylitis (a rheumatic inflammatory disease), vulvar vestibulitis (severe 
pain of the vestibule area of the vagina) and scoliosis (twisting and curvature of the 
spine). Although, IP A is traditionally based on a homogenous group of individuals, the 
author felt that by choosing a heterogeneous sample of diverse conditions a broader 
picture of the experience of both CP and depression would be achieved.
All participants had pain which was refractory to medical intervention and lasting longer 
than 6 months (DSM-IV; American Psychiatric Association, 1994). Furthermore, all 
participants had been experiencing depression for at least 6 months. It was felt that 6 
months was sufficient time for participants to process their experience and get some 
perspective on it. It was underlined that their depression should not be transient ‘blues’ 
(i.e. a response to a distressing event) but should reflect marked alterations in mood and 
affect, bodily functioning and cognitive processes (Appendix 1&2). These ‘marked 
alterations’ were adapted from criteria A of the DSM-IV (APA, 1994) diagnostic criteria 
for major depressive. However, a formal diagnosis was avoided to enable the research to 
explore and broaden the experience of depression beyond traditional conceptualisations.
' Rather than use the term ‘patient’, the term ‘experience’ or ‘suffer with’ will be used throughout to 
underline the importance o f turning away from provider-patient interaction as the central analytical 
focus in order to look at how people manage their pain (and lives) at home or work.
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Data collection procedure
The support groups’ coordinators received an introductory letter (Appendix 1) stating 
the research aims and what the study involved. The group coordinators placed a ‘notice’ 
in their relevant support group’s newsletter and interested individuals subsequently 
contacted the researcher. Following this a telephone screening (Appendix 2) was 
conducted and once an agreement to participate had been reached, a suitable interview 
time and place was arranged (usually participant’s home). Before the interview began, 
participants were given a consent form to sign (Appendix 3). The consent form informed 
participants that they could stop the interview and involvement in the study at any time, 
and provided details of confidentiality. These procedures were given to each prospective 
participant in order to gain informed consent (Tindall, 1994). For further ethical 
considerations, such as confidentiality and informed consent, see Appendix 4. In 
addition, participants completed a brief background information questionnaire 
(Appendix 5).
Semi-structured interviews (Appendix 6) were employed in order to gain a rich and in- 
depth picture of the experience of depression and CP. This style of interview, with its 
open-ended questions, was assumed to give individuals the opportunity to include 
information that might be important to them and otherwise lost (Burman, 1994). 
Interview questions were developed partially from the insights gained from a recent 
literature review on depression in the context of chronic pain (Hession, 2003) as well as 
from guidelines outlined by Conrad (1990) for interviewing individuals about their 
subjective experience of living with a chronic illness, including chronic pain. A pilot 
interview was conducted, which resulted in a slight modification of the interview style. 
These changes included a more participant led interview style, using more exploratory 
and chronological style questions i.e. “What was the experience of pain and depression 
like for you?”, “Tell me about the first time you realised you were experiencing both 
depression and chronic pain”. Each interview lasted approximately 1 hour and was 
recorded on audiotape. In addition, debriefing was offered (Appendix 6), providing 
participants with an opportunity to discuss any difficulties that could have arisen as a
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result of talking about their experiences. In addition, it provided participants with a 
contact list of appropriate support networks.
To ensure confidentiality all names were changed as well as other signifiers which could 
identify the participants. The audiotapes were destroyed immediately after the 
transcription of each interview and the participants had the opportunity to read their 
transcripts (if requested) to assure anonymity;
Data analysis
Interviews were transcribed verbatim (see Appendix 7 for an example of a full interview 
transcript) and the transcripts were analysed in accordance with the principles of IP A 
(Smith, 1996a; Smith, 1996b; Smith e t^ l., 1999). This procedure has been used to 
analyse qualitative data on a range of health and well-being issues (Golsworthy & 
Coyle, 1999; Jarman, Smith & Walsh, 1997; Osborn & Smith, 1998; Smith, 1999). IP A 
has become an increasingly accepted and favoured qualitative research method for 
psychologists and is an exploratory methodology which seems ideally suited to the 
present study’s research aims. However, the researcher’s interest and investment in the 
research topic will inevitably mould the questions asked in some way and thus takes the 
analytic process in a particular direction. The nature of this type of analysis means that 
the research outcome represents a dynamic interaction between the participants’ 
accounts and the researcher’s interpretative framework. It is inevitable therefore that this 
researcher’s own ‘speaking position’, that of someone who experienced chronic pain 
(but not depression), is likely to have influenced the study by shaping its focus and 
interpretation in some way. In this study, however, it is felt that the researcher’s 
awareness of the potential for an overly personal and idiosyncratic interpretation of the 
data and subsequent skewing of the analysis will have been useful in helping to provide 
a balanced analysis. However, in order to address external validity the researcher 
involved one researcher with expertise relevant to the methodology and another 
researcher with expertise to the research topic.
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Stages of analysis
Good qualitative research should be open about its process of analysis (Elliott, Fischer 
& Rennie, 1999) and it is therefore useful to outline the analytic procedure 
systematically. Following the recommendations of Smith et al. (1999), after all 
interviews were completed transcripts were initially read and re-read. Notes were made 
on one margin of each transcript regarding ideas, associations or preliminary 
interpretations.
The other margin was used to document emergent themes i.e. using keys words to 
capture the essential quality of the text. Following this emerging themes were grouped 
into new master themes. The next stage was to produce a table of these master themes, 
ordered coherently. Within this table, alongside each theme, the instances where it was 
found in the transcript were indicated. Key words from the particular extract plus the 
page and line number were noted next to each theme.
A master list for each interview transcript was produced and then read together and a 
consolidated list of master themes for the group was produced. This process was 
cyclical. When new themes in subsequent interviews emerged, they were tested against 
earlier transcripts and were modified. Lastly, a final master list of themes with verbatim 
quotations was produced. Relevant theoretical concepts were evaluated in a post-hoc 
manner in order to foreground the participants’ own accounts (mediated through the 
researcher’s interpretive lens).
Evaluation of research
Inevitably such an analysis is a subjective process, raising questions about the issue of 
reliability (Elliott et al, 1999). Although verbal reports can never be absolutely reflective 
of participants’ underlying thoughts, it is widely accepted that they can allow for 
meaningful interpretations to be made about the person’s thinking to some extent (Smith 
et al. 1997). It could be argued that because the data is retrospective, it is open to the 
operation of memory distortions and recall biases (Moss & Goldstein, 1979). However, 
there exists research evidence to suggest that retrospective reports and autobiographical 
memory are not necessarily and inevitably inaccurate and unstable (e.g. Blane, 1996; 
Neisser, 1994).
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The importance of establishing a way of assessing the quality of qualitative work is 
recognised. In reflection of the criticisms levelled against qualitative work, the 
researcher will attempt to establish credibility for the findings by developing an 
integrated account, ensuring that all interpretations offered fit the data (see Elliott et al. 
1999) and ensuring that what the respondent said is distinguished from the researcher’s 
account of it (Smith et al. 1999). Sufficient raw data have been provided which will help 
in assessing the internal coherence of the research by allowing the reader to distinguish 
between what the participant said and what the researcher’s interpretations are.
In the presentation of raw data, square brackets containing text [...] provide information 
to elucidate what has been said; and double quotation marks “ ...” indicate quotations 
from the participants. Quotations have been reproduced exactly as spoken by 
participants and have not been corrected for grammar. The source of each quotation is 
indicated in order to demonstrate that the analysis has not been over-reliant upon 
particular participants. In the hierarchy of headings and subheadings, master themes are 
highlighted in bold and sub-themes are underlined throughout, to emphasise when they 
may overlap or connect with other sub-themes.
As part of a commitment to transparency, it is important to acknowledge the 
interpretative framework, which the researcher brought to bear upon the analysis. At the 
time of the study, the researcher had prior first hand experience of CP, although not 
depression (see ‘Overview’ & ‘Personal Reflections’ for more details). Therefore, a 
tendency might have arisen in the analysis to focus on particular issues in the data set, 
which resonated with the researcher’s previous experience of pain. However, as already 
mentioned the development of themes was closely monitored at each stage with the 
assistance of a research supervisor with expertise relevant to the methodology and 
another researcher with expertise to the research topic. FurtheiTnore, an account of the 
researcher’s reflexive involvement (owning one’s perspective) in the research process 
should contribute to the value of the investigation (Wolcott, 1990) since the researcher is 
the main investigative tool in the research. The researcher kept a research diary, 
recording the research process and the development of ideas over the course of the
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study. This diary helped with completing the ‘Reflective Section’, thus providing details 
of the intimate levels of engagement required in qualitative research.
ANALYSIS
Background Information
Out of the ten participants interviewed, six (60%) were male and four (40%) were 
female with a mean age of 46.4 years (range 25-73 years; SD=13.51). Nine participants 
described their ethnicity as White British and the remaining one as White Irish. In terms 
of current status, two (20%) described themselves as single, four (40%) as married and 
four (40%) as divorced.
The participants represented a wide range of CP experiences; two (20%) participants 
suffered from ankylosing spondylitis (AS), two (20%) from migraine, two (20%) from 
chronic back pain (GBP), one (10%) from scoliosis, one (10%) from vulvar vestibulitis 
(VV), one (10%) from chronic stomach pain (CSP) (with no organic cause) and one 
(10%) from ME. The mean number of years for participants to be experiencing CP was 
22.9 years (range 3-56; SD=17.08). The mean number of years participants experienced 
depression was 9.3 years (range 2-23; SD=7.12). Finally, five (50%) of the participants 
reported receiving some form of counselling or therapy to help deal with their 
experience of depression and CP. The remaining five (50%) reported receiving no form 
of therapy.
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The following master themes and sub-themes emerged from the analysis (see 
Table I below):
Table I: Master Themes & Sub-themes
Master Theme 1 LACK OF UNDERSTANDING
- Health services
- Public
- Significant others
- Coping with the lack of understanding
Master Theme 2 DEPENDENCY
- Dependency on others
- Dependency on medication
- Dependency on benefits
Master Theme 3 NATURE OF EXPERIENCE
- Unpredictable
- No ending
- Complex
Master Theme 4 COMPARISONS
- Comparisons with similar sufferers
- Comparisons with dissimilar sufferers
Master Theme 5 LOSS
- Loss of normal activity
- Loss of identity
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The analysis of the interview data set revealed a number of important participant derived 
issues (see Appendix 7 for an example of a full copy of a transcript). This section 
explores the five master themes that emerged from the analysis (see Table 1). These are 
lack of understanding, dependency, nature of experience, comparisons and loss.
The first theme, ‘lack of understanding’, sets the scene for the other themes, which 
follow, as it articulates the participants’ attempts to understand what is happening to 
them and is a prerequisite for the subsequent self-reflection.
Lack of understanding
Lack of understanding was repeatedly referred to by participants during the course of 
the interviews, in terms of comprehension of their experience by themselves and others. 
Frustration with the health services for not providing an answer or cure was held by 
nearly all of the individuals interviewed. For example:
“There are loads o f  experts with loads o f different opinions and all the experts disagree 
with each other. But no one has got to the bottom o f what it [pain] is really is. They 
don’t know what causes it, what it actually is, how to treat it ”. (Alan: ME)
A belief that doctors and other health professionals must have an answer was echoed 
throughout the interviews. It highlighted beliefs that professionals have power over their 
health and outlined the frustration that was felt when the expectations they placed on 
doctors were not fulfilled. For example:
“You go to the doctors to get an answer and I  haven 7 been given an answer. To me 
doctors give you a remedy or a pill and the fact that nobody has an answer has really 
got to me ". (Cathy: VV)
The participants often preferred to give reasons for the lack of understanding by the 
health services and frequently this turned to blame, whereby, government “cut backs” 
were often the target of such blame:
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“The chronic pain department in the hospital was always the ‘poor relation it is not a 
sexy subject. I f  ever there are cut backs they are going to be cut backs in that 
department. By the very nature o f  chronic pain is that we never get better so all they are 
doing is spending money just to keep us quiet ”. (Darren: CBP)
An experienced sense of isolation was often the consequence of this lack of 
understanding:
“Because o f the lack o f  understanding around, When I  got the condition [Ankylosing 
Spondylitis] I  thought nobody else must have it. I  thought it must be a rare thing”. 
(Simon: AS)
The consistent lack of understanding appeared to have led to a perpetual search for an 
explanation or solution to their experience of both CP and depression. This search has 
driven the majority of participants to be trapped in a continuing health service ‘cure’ 
pursuit:
“Fve gone to 15 consultants in 5 hospitals in different boroughs, but the pain has never 
gone”. (Gillian: CSP)
Aside from the need to understand themselves and what they are experiencing, many 
participants explicitly spoke about their desire for a professional to understand and listen 
to them. In doing so, they highlighted the prevailing frustration at the unmet 
expectations they placed on health professionals:
“/  feel fobbed off. I  feel really angry. The doctor doesn 7 have the time to sit down and 
talk to me, I  understand that. But i f  I  had someone that I  could sit down and let o ff steam 
to. Because i f  I  am having a bad day I ’ll take it out on him [her partner] ”. (Margaret: 
Migraine)
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Participants often hinted that the lack of attention given to their experience had 
contributed to their feelings of depression:
“They [doctors] never asked me about depression and this makes it [depression] 
worse (James: Migraine)
Due to the general lack of understanding, participants often reported, “Not being 
believed” and felt vulnerable to the judgments of the wider community and the public. 
At times their experience of both pain and depression revealed no visible signs that 
would give credibility to their claims to suffering. For example:
“The difficult thing is other people’s perception, because people look at you and can’t 
see anything wrong with you and that is a huge thing. That’s a real difficulty because 
people don 7 understand it [depression and pain]. ” (Sally: Scoliosis)
This current study also found that visible signs of physical suffering left some 
participants feeling prey to the consequences of being different whereby physical 
difference was perceived as a stigma:
“It makes you quite conscious because o f your posture. There is a stigma because you 
are actually bent. People do look at you. You are different”. (Harry: AS)
Pain and depression caused a shift in the relationships the participants have or had. They 
were well aware of the potential problems of not being understood or believed, not only 
by the general public but also by significant others and there appeared to be a constant 
awareness of the threat of rejection by friends and family.
“Friends, in inverted commas, thought I  was having a laugh. They thought I  was making 
it [pain] all up because you look a normal, healthy individual”. (Darren: CBP)
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Although many found that significant others were not understanding, this experience 
was not universal and it seemed that a supportive spouse was extremely important to a 
few of those interviewed:
“It was great that now I  have a backup, someone to completely understand m e”. (Ivan: 
CBP)
Many participants also actively set out to do their own “research” to assist them in 
coping with their lack of understanding. This seemed to result from experiencing some 
disappointment when health professionals had not provided the answers expected or 
when they had not relied on health services to provide them with some understanding. 
Participants appeared to cope with the experience of depression and pain by engaging in 
problem-focused behaviours such as being proactive in their search for self-knowledge. 
This experience i.e. actively doing their own ‘research’ appeared to be both rewarding 
and motivating:
“I  myself picked up a certain amount o f  knowledge and got medical books in libraries 
and that has helped. But what I  learned from my reading that i f  you kept active, you 
would not reduce your life span by one year. So that was very encouraging”. (Simon: 
AS)
Many participants gained insight into their experience through their own research. This 
was aimed at increasing their self-efficacy and control and is what Skevington (1996) 
called ‘informational control’:
“I f  you are the boss and the consultant and taking control it helps. I  think at the back o f  
your mind it makes you more positive and not be a victim. That can have a really big 
impact when I  am in that pain. I  would have to say I  feel less vulnerable than I  did a few  
years ago because I  am doing things. Those things help ”. (James: Migraine)
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However, it was not that straightforward and experience and reactions to the possible 
benefits of proactive self-knowledge varied:
“With ME i t ’s the hopelessness o f not knowing that causes the depression. Because the 
more you read about the more you read you can’t get cured o f  i t”. (Alan: ME)
For Alan it seemed that the more he read, the more he believed there was no ending to 
his suffering. Words such as ‘cured’ have connotations of a temporary affliction, 
whereby Alan appeared passive in the face of a condition over which he felt little 
control.
Participants often believed that their experience of pain and depression was controlled 
by what Rotter (1990) called ‘powerful others’. They often looked to an external source 
of control for some understanding or hope of an answer:
“My religion and faith in God has kept me sane and has given me some understanding ” 
(Margaret: Migraine)
The participants’ experience revealed their attempts to cope with their pain despite a 
profound lack of either understanding or information. This pervading uncertainty and 
ambiguity will continue to appear as an important aspect of the participants’ experience 
of both CP and depression.
Dependency
Those participants who spoke about the support from their spouse appeared to be highly 
dependent on this support. In particular they depended on others for psychological and 
physical support. Ivan (CBP) explained:
“Without my partner and children I  feel isolated. I  ju st wait fo r  them to come back all 
day. I  hate being on my own. Nobody is there fo r you. They have to do everything”
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Dependency could be experienced as relying on help from family or friends. They spoke 
about how the experience of needing such help was frustrating and the guilt that this 
often brought with it.
“They [children] help me with the shopping and housework. They have to make their 
own meals. They look after me as opposed to me looking after them. I  wonder have I  
ruined their lives ” (Gillian: CSP)
In the above example, Gillian was concerned with being judged as “ruining” her 
children’s lives because she could not look after her family. Another shared experience 
of dependency was the internal conflict that it entailed:
“There is the independence thing as well because you want to feel you can do things 
yourself and you are not dependent on other people. It is a no win situation in a way 
because you want them [others] to help you but in a way you don 7 want them to. You 
want your independence”. (Cathy: VV)
This dependency on others overlapped with the sub-theme loss of identity, which will be 
discussed later. There appeared to be an ongoing tension between their experience and 
their responsibilities that go along with their identity:
“Since he was 2, I  haven 7 being able to pick him up because that is when I  had the 
operation. He does the shopping and he puts out the rubbish fo r  me. Sometimes I  think 
he resents it. I  think it gives him the idea o f why can 7 you be like a normal mother. You 
know, that is quite upsetting”. (Sally: Scoliosis)
In the above example, Sally’s experience of loss seemed to be exacerbated by the 
resentment she believed her son was harbouring.
Participants not only described a dependency on others but a dependencv on medication:
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“I  Started taking the tablets every 3 hours. It was the only thing that worked to take the 
pain away fo r  20 minutes but I  was living in a fog  o f  sleep. To cut a long story short I  
became addicted to them, totally. ” (Margaret: Migraine)
The way in which participants perceived their intake of medication had implications for 
both their pain control and depression. For example:
“When the pain killers are working I  feel on top o f  the world but on my bad days when 
they don 7 work that is when I  want to give up ”. (Gillian: CSP)
It seemed important to the participants to attempt to avoid external measures of control 
or what Fordyce (1976) called ‘dependent reinforcers’ such as medication. They 
suggested that this avoidance gave them some control over their experience of both pain 
and depression:
“You don 7 want to be dependent upon a little tablet. Because being your own boss 
allows you to take control, which helps it [pain and depression] a lo t”. (James: 
Migraine)
The final type of dependency; dependencv on the state, produced conflicting 
experiences amongst the participants:
“I  had ‘home-help ’ coming in getting me out o f bed or doing the shopping fo r  me or 
getting me dressed. But as long as I  live I  don 7 want anyone doing that fo r  me again. It 
is taking you pride away. I  would rather just lie in bed. You do have to help yourself”. 
(Gillian: CSP)
It seemed that dependency on the state led to a lack of mastery and control over one’s 
environment, which appeared to create feelings of what Seligman (1975) called ‘learned 
helplessness’. In addition, this threatened their sense of self to the extent that it took
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their “pride away”. However, the experience was diverse and some participants were 
grateful for the benefits and support received from the government:
“In the workplace you are actually protected if  you have a disability. A lot o f employers 
would take on a certain amount o f  people with a disability. With housing as well. AS 
[Ankylosing Spondylitis] is seen as a long-term disability. For driving you also receive a 
disabled card”. (Harry: AS)
Nature of experience
Despite their long history of both pain and depression participants did not feel informed 
about the onset of their bouts of their suffering. Their pain and depression was often felt 
to act of its own volition. The master theme, nature of experience, highlights the 
previous mentioned theme, lack of understanding. The unpredictable nature of the 
participants’ experiences or what was described as “no rhyme or reason” (Alan: ME) 
was voiced by all.
“It is a matter o f  living one hour at a time because you could be good in the morning, 
have a lousy afternoon or a lousy morning and a better late afternoon. You never can 
tell from hour to hour ”. (Alan: ME)
A sense of determination was felt as participants attempted to gain some control of this 
unpredictable nature of their experience:
“I  kept diaries for 3 years in terms o f  when they occurred; trying to find out if  there is a 
correlation. I  look back and don 7 see any correlation at all. It seemed to be completely 
random ”. (James: Migraine)
Participants claimed that in order to deal with the unpredictable nature of their 
experience, they often became more planned and hyper-vigilant.
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“I  have become a control freak. I  always have to plan ahead so as a result I  am one o f  
those people that always had to be anticipating things ”. (Margaret: Migraine)
The lack of a foreseeable ending has been very difficult for the participants and this 
experience often resulted in uncertainty and distress:
‘T can deal with a lot o f things i f  there is a path. But when you are in something and you 
can 7 see any way out. You don 7 think you are going to have an impact or change it. 
These are the times I  get my worse depression bouts ”. (Ivan: CBP)
Stable characteristics were often attributed to their experience of CP and depression and 
subsequently this often led to Seligman’s (1975) notion of learned helplessness:
The nature o f chronic illness is it is chronic. It is chronic and that is it. There is no end 
to the suffering. It is just continuous every day, 7 days a week and there is nothing I  can 
Afo". (Gillian: CSP)
This sense of helplessness was echoed by the participants through their apparent use of 
catastrophising:
“You feel so powerless because there was nothing you can do”. (Margaret: Migraine)
Margaret’s (above) catastrophic statement highlighted a tone of futility, which was felt 
by most interviewed.
Using a future ending, whether real or not, as a coping mechanism seemed to fight away 
the threat of depressive feelings.
“I  think in the last few  years I  do feel a lot more positive in general about it [pain and 
depression] because I  have been able to make progress and I  have a lot o f  hope that 
eventually I  will crack it a lot more”. (James: Migraine)
138
Research Dossier
The many types of pain are complex and varied, with many secondary effects and 
conditions, which adds to the ambiguity of the participants’ experience. This complexity 
creates the difficulty of having to tackle more than one health issue at a time, each one 
containing its own problems.
“There are a few  other conditions related to it; respiratory and heart. And sometimes 
with the medication it can ruin the lining o f your stomach ”. (Harry: AS)
Aside from secondary complications the findings also support the notion that the 
relationship between pain and depression is in itself complex regarding the extent and 
nature of the relationship between the two (Brown, 1999; Dworkin & Gitlin, 1991). The 
majority of participants suggested that depression was a result of their pain:
“The pain is prolonged and certain. It [pain] will cause depression to a certain degree 
or another. That is one way it affected me. ” (Simon: AS)
Highlighting the complex nature of their experience of CP and depression, some 
interviewed suggested there was no relationship between pain and depression:
“For me real depression is very separate to migraine but I  used to get very down and 
sad and kind o f  dreary by myself but it would always go away when the migraine left. I  
don’t think fo r me there is a link behind pain and depression. ” (Margaret: Migraine)
The master theme highlighted the struggle participants had understanding and 
identifying the nature of their experience. To most this experience was frightening and 
unnerving. For example:
“You feel like you are in a bog or a swamp and you are sinking fast and you can 7 take it 
any more and it is really black, black darkness as it were and it is really frightening”. 
(Alan: ME)
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Comparisons
As participants described their experience of pain and depression, they compared 
themselves with others; similar sufferers and dissimilar sufferers. This dynamic process 
of comparison captured the complex impact of their experience. Comparisons with 
others enabled the participants to evaluate their own experience and attempt to make 
sense of what the previous theme described as the complexity of their experience. 
Participants engaged in Willis’s (1981) notion of ‘downward comparisons’ with similar 
sufferers, which is when participants compared themselves with others who were 
perceived as less advantaged than themselves.
“The thing is in comparison to other sufferers Fve coped O.K. It is not going to reduce 
your normal life span. Besides the AS [Ankylosing Spondylitis], I  am in good health ”. 
(James: AS)
This appeared to produce a ‘feel good’ factor for James and the other participants 
engaging in this process. However, the comparisons with others seemed in some cases 
detrimental, serving only to exacerbate and define their distress. This was found when 
participants engaged in what Willis (1981) called ‘upward comparisons’ and occurred 
when participants encountered another with comparable experiences who appeared to be 
functioning effectively. This particular comparison process often created feelings of 
resentment and left participants feeling deprived:
“Some people do seem to be fine and that makes you feel worse because you think they 
had the operation and they were fine and you think, ‘What is wrong with me, why is 
mine not fine? ’ ” (Sally: Scoliosis)
Another form of comparison was with those with dissimilar experience and who were 
perceived to be in a worse situation than themselves:
“I  am one o f  those people that think I  could have been in a wheel chair and I  am 
thinking then I  am not that bad. ” (Cathy: VV)
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This self-enhancing comparison used by Cathy and other participants was supported by 
previous research (Skevington, 1996) and has been found to be used by CP sufferers to 
combat the psychological effects of their perceived victimisation. As before, others have 
used ‘upward comparison’ when comparing themselves with those with dissimilar 
experiences:
“I f  you have cancer. Well there are a million,and one places to go to. People come 
around and support you. Everyone acknowledges it and knows about it and the doctors 
support you and you can go to institutions like the Macmillan’s. I t ’s not the same with 
M.E. ” (Alan: ME)
Alan felt there was comparatively less understanding in relation to ME than cancer and 
as a result he engaged in an ‘upward comparison’ which has left him feeling hard done 
by and deprived.
Through their selective use of social and personal comparisons participants highlighted 
the impact of their experience of pain and depression on their self-regard and the 
equivocal nature of their attempts to cope with its imposition.
Loss
As a result of the lack of understanding, perpetual comparisons, increased dependency 
and complexity of participants’ experience an overarching sense of loss seemed to 
prevail and thus the theme ‘loss’ seems to be fitting as a final theme. This loss was 
found to gather around two main themes; loss of identity and loss of normal activitv:
“With nearly everything I  did I  had to stop. All the enjoyable things I ’ve had to s to p ”. 
(Darren: CBP)
The experience was one of loss when participants could not do the things they felt they 
‘should’ be able to do or wanted to do. This often left them feeling deprived as if life has 
been robbed from them:
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“The hardest thing I  find is not being able to go out to work and sitting in the house all 
day. I  want to give up on my bad days. I  don’t want to live on my bad days. I  want to be 
able to work. I  want to be able to go out shopping and pick my clothes and make-up. It 
is like a big part o f  my life is taken away ”, (Gillian: CSP)
Participants suggested that this loss of normal activity contributed to their feelings of 
depression:
“You know everyone will get depressed because you can’t do the things you would 
normally do so therefore by definition everyone gets depressed to one degree ”. (Alan: 
ME)
Kerns and Haythomthwaite’s (1988) findings support the experienced loss of normal 
activity, reporting that compared with individuals experiencing CP and not depression, 
individuals experiencing both CP and depression reported lower levels of activity and 
greater perceived impact of pain in their lives. The reduction in normal activity 
suggested links with the participants’ view of their own ability to confidently carry out 
normal everyday tasks. Participants’ low self-efficacy beliefs about their ability to 
complete their everyday tasks produced feelings of despair:
“Well, just knowing that I  have household things to do and when I  look around and I  
think it needs hoovering. That just fills me with despair. (Sally: Scoliosis)
This was extended further when participants drew parallels between their reduction in 
normal activity with a loss of identitv. Their feelings of loss of identity were highlighted 
by comparing who they believed they were in the past with their current inhibited 
experience of themselves. Pain and depression denied them the chance to be who they 
once were and would prefer still to be:
“I  am a different person now. I  am not me. I  used to work and now I  don 7 work. It is 
very, very frustrating ”. (Cathy: VV)
142
Research Dossier
In an attempt to come to terms with the constraints and limitations of their experience, 
participants often modified their identity to form one associated with illness:
“To a certain extent I  was the ‘party bore’ fo r some considerable time. Because every 
time I  met with people I  fe lt I  had to explain and justify why I  wasn’t working. Because 
you couldn’t see anything ”. (Darren: CBP)
Darren felt that being miserable and “boring” with little to talk about except pain and 
depression was unacceptable in company. A change of identity involved a degree of 
acceptance surrounding their experience, which in turn seemed to result in a heightened 
sense of responsibility over their experience:
“It is about accepting who I  am now. Being realistic encourages me to take 
responsibility and work collaboratively with the professionals. It is important to accept 
that and to work towards what you can achieve instead o f  saying I  can’t do this and I  
can’t do that, because that leads you down into the downward spiral into depression. ” 
(Ivan: CBP)
This need to reconstruct one’s identity with the burden of CP has been recognised in 
many studies (e.g. Kelly, 1992; Yoshida, 1993). Change of identity has allowed 
participants to be more optimistic in their approach to their pain, suggesting that their 
sense of internal control has defended against their depressive feelings.
The ambiguity of pain behaviour and lack of understanding from others led participants 
to feel vulnerable to misjudgement and rejection. Reflecting on their loss, participants 
often recalled a better time, a nostalgic time associated with a better sense of self. 
Grieving for their personality, participants tended to abstain from public view rather 
than continue to meet their daily social commitments. This mourning often led to what 
seemed like a sense of hopelessness. Darren (CBP) explained:
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“From a very responsible job, being very wejl known and then lost everything. No
future. From the day I  had to take retirement, there was immediate loss o f  h o p e  /
was always a care free, gregarious, out going, the life and soul o f  the party. And now I  
am very introverted and quite and don Y want to go out any more. D on’t want to meet 
people. I  am only 55. But I  have no higher expectations in my life”.
It seemed that hopelessness has reduced Darren’s and other participants’ motivation to 
escape from their suffering and search for “higher expectations” in life and instead they 
often withdrew from social contact to avoid potential embarrassment or rejection.
144
Research Dossier
OVERVIEW
This study has presented an idiographic interpretative phenomenological analysis of the 
experience of depression on the context of varying CP conditions. By adopting a 
phenomenological approach it was possible in this study to access the individual, 
‘insider’s perspective’ (Conrad, 1987) and focus on some of the underlying processes 
involved.
The findings of this study present an initial picture in a previously under-researched 
area. It is acknowledged that inherent in the process of IP A is the role of the researcher 
and there was a danger of overshadowing the interpretation with one’s own biases. As 
previously noted the researcher’s speaking position is one of previous personal 
experience with chronic pain and a paucity of services available for CP sufferers. This 
may have resulted in a possible over emphasis on certain participants’ experiences i.e. 
an exaggeration of participants’ disappointment that their expectations placed on the 
health services had not been met. However, it is hoped that involving one researcher 
with expertise relevant to the methodology and another researcher with expertise to the 
research topic.
It should be also noted that all participants were members of a support group and thus, 
most likely received formal assistance, which may have had an influence on their 
experience. This influence may not be evidenced in other sufferers, especially those who 
have not received formal support. Therefore, the research sample consisted of 
individuals who are aware of and used this type of service and excluded those who 
never sought any type of support services, those that manage their experience outside of 
the medical gaze and/or those who are not ready/willing to explore their experiences.
The definition and assessment of depression evidently poses many problems and here 
was not an exception. It is possible that there was a vast variation of what depression 
meant to each individual. However, this is in a sense, the essence of what this study set 
out to explore. This study did not employ a statically confined definition of what 
depression could be for many reasons as it was thought that this could violate the
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commitment to the phenomenological approach of the study (reflected in the choice of 
analytic method). Although, the study did employ some of the defining characteristics of 
DSM-IV (APA, 1994) diagnosis of depression in order to provide some basic definition 
of depression and to emphasis that the study was not exploring reactive depression. 
Additionally, a formal diagnosis of depression was avoided as CP itself is associated 
with somatic symptoms, some of which overlap with those included in contemporary 
diagnostic criteria (Haythomwaite, Sieber, & Kerns, 1991; Wilson, Mikail, D ’Eon & 
Minns, 2001) of depression and this may have resulted in inflated depression rates 
among individuals suffering from CP. Taken together, caution is warranted in 
generalising these findings to individuals experiencing CP who have been given a 
formal diagnosis of depression.
Despite these observations, the present study represents an initial exploration of the 
research topic upon which other researchers can build. It is interesting to note that 
throughout the interviews there appeared to be more emphasis on the participants’ 
experience of pain, as opposed to depression or pain and depression together. Often the 
participants spoke about their experience of pain when at times it felt like they were 
speaking about their experience of both pain and depression. There are many possible 
reasons for this; the physicality of the pain experience, its concreteness and perhaps it 
was easier to speak about pain than depression, and it may have also reflected the fact 
that many participants felt that pain was the origin of their experience as the majority of 
participants suggested that depression was a result of this pain. Another possible 
explanation maybe in accordance with Dworkin and Gitlin (1991) who pointed out that 
depression in those suffering from CP is often manifested by a marked loss of interest in 
formerly pleasurable activities but feelings of depression are often denied due to a 
reduced ability to describe their emotional experience (a characteristic called 
alexithymia).
Although, the rationale for choosing a heterogeneous sample was to achieve a broader 
picture of the experience of both depression and CP, it did pose some problems. The 
study’s heterogeneous CP sample varied in the likelihood that they received a diagnosis
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i.e. AS participants were given a diagnosis with associated prognostic indicators whilst 
others such as the ME participant was given no diagnosis. A lack of diagnosis may be 
related to a lack of perceived control and increased helplessness, which are considered 
risk factors for depression in chronic pain (Banks & Kerns, 1996). Thus the 
characteristics o f the presenting depression were possibly different for those that 
received a diagnosis to those that did not. These differences were evident through the 
perceived lack of understanding by health services for those that had no diagnoses and 
the use of medical research and knowledge as a coping strategy for those that were 
given a diagnosis.
Theoretical implications for the counselling psvchologist
The participants appeared to be involved in a perpetual search for an understanding to 
their experience. This is supported by research carried out by Weiner (1985) who 
reported that most individuals who are suffering from some form of health issue actively 
search for an explanation about how their difficulties were caused. Not only did they 
experience a lack of understanding themselves but they also reported a lack of 
understanding by health services and the public. They often reported “not being 
believed” (as often there were no visible signs of pain) and felt vulnerable to the 
judgements of others. These reports of “not being believed” were echoed in Osborn and 
Smith’s IP A study on the experience of chronic lower back pain. This sense of been 
judged could be explained by Weiner’s (1991, 1993) model of causal attributions in 
relation to illness-related judgements. Weiner states that when a negative event, such as 
an illness, is attributed to an external cause, sympathy and pity are more likely to be 
evoked from another individual. However, when a negative event, such as pain and 
depression in this study, is perceived as internally caused (which is often the case) it is 
more likely to elicit a negative response by others.
Participants believed that their experience of pain and depression was controlled by 
what Rotter (1990) called ‘powerful others’. The participants looked to external sources 
of control such as doctors, God, or the State, for some understanding or hope of an 
answer to their difficulties. This often resulted in feelings of helplessness and
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contributed to their experience of depression. These experiences have been recognised 
by many studies (i.e. Crisson & Keefe, 1988; Skevington, 1994), which state that those 
with strong beliefs that their health is controlled by ‘powerful others’ are more likely to 
be depressed.
Participants reported using coping strategies that could be labelled as problem focused 
(increasing their knowledge CP and depression and changing their attitude towards their 
experience), emotion focused (thinking positively) and avoidant (avoiding situations that 
could increase their CP and depression). These coping strategies appeared to give 
participants a sense of internal control over their experiences, which they suggested 
reduced their unpleasant feelings of helplessness and depressive feelings. This was 
supported by previous findings that participants use these strategies to cope with ill- 
health (Lowe, Norman & Bennett, 2000).
Avoiding dependency on external measures of control such as medication or what 
Fordyce (1976) called “dependent reinforcers” gave participants a sense of control. 
Interestingly, dependency on the state led to a lack of mastery and control over one’s 
environment, which appeared to create feelings of what Seligman (1975) called ‘learned 
helplessness’ and increase their experienced depression. This is supported by Smith, 
Christensen, Peck and Ward (1994) who observed that helplessness mediated the 
relationship between disease severity and depression among clients suffering from 
rheumatoid arthritis.
A lack of a foreseeable ending to their experience resulted in uncertainty and distress. 
This often led to catastrophising. This is supported by Lefebvre (1981) who found that 
cognitive distortions such as over generalisations and catastrophising in those suffering 
from chronic low back pain (CLBP) were significantly stronger in individuals suffering 
from CLBP and depression than those suffering from CLBP who were not depressed. 
The highlighted complex nature of the participants’ experience supports the notion that 
the relationship between pain and depression is in itself complex regarding the extent 
and nature of the relationship between the two (Brown, 1999; Dworkin & Gitlin, 1991).
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The majority of participants employed a search for meaningful comparisons. It seemed 
that making comparisons had mixed effects; for some who engaged in what Willis 
(1981) calls ‘downward comparisons’, it enabled self-esteem to be enhanced, reduced 
feelings of victimisation and fostered well-being. However, for others who engaged in 
what Willis (1981) calls ‘upward comparisons’ it consolidated their feelings of 
deprivation and hopelessness.
Participants felt a pervasive sense of loss as they failed to live up to the identities of who 
they once were and tried to come to terms with their perceived inhibited experience 
now. The loss continued as they persistently failed to explain the unpredictable nature of 
their experience which often left them feeling threatened as they realised there may be 
no ending to their suffering. Participants often changed their identity to involve a degree 
of acceptance surrounding their experience. This change of identity allowed participants 
to be more optimistic in their approach to their pain, suggesting that their sense of 
internal control defended against their depressive feelings. These findings accord with 
other studies which found an association between internal locus of control and lower 
levels of pain, less emotional distress and the uge of active coping strategies (Gibson & 
Helme, 2000; Harkapaa Jarvikoski & Vakkari, 1996). It may throw some light on the 
notion that it is not chronic pain per se that causes depression but how the individual 
evaluates his or her ability to control the pain and perhaps life in general.
Therapeutic implications for the counselling psvchologist^
Although one needs to be aware of the limitations of the generalisability of this study, 
the findings suggested that therapy could include interventions in relation to locus of 
control, which would enable sufferers to gain control over their lives and to focus on the 
rebuilding of self-esteem. However, the findings also draw caution to the dangers of 
becoming dependent on ‘powerful others’ such as the therapist. In addition, counselling 
psychologists should encourage the client to develop their own coping style in order for 
him/her to gain a sense of internal control over their experience, which the current 
findings suggest results in a decrease in helplessness and depressive feelings. The 
counselling psychologist could also be aware of the effect of social comparison
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behaviour such as ‘downward’ and ‘upward’ comparisons, especially in the case of 
group therapy where group members will be perceived as either ‘better o ff or ‘worse 
o ff than the another group member. This may either lead to enhanced self-esteem or 
feelings of deprivation and hopelessness. The counselling psychologist could encourage 
clients to form a new and modified self-identity that incorporates their illness, in order 
to gain acceptance and increase responsibility over their condition. This could take the 
form of deconstructing what their difficulties mean to them and how they see 
themselves in relation to their difficulties.
Counselling psychologists may have a vital role to play in providing a facilitating 
environment for such individuals to explore therapeutically their experience of living 
with both pain and depression. The therapeutic alliance and rapport with health service 
staff may also be strengthened if the themes related to in this study were also addressed 
and thus lessoning the lack of understanding experienced by such individuals. 
Counselling psychology may be especially relevant to helping sufferers by emphasising 
the necessity to understand the client’s unique life experiences, as apparent in this study 
with participants having diverse and distinct experiences.
The pivotal role for the counselling psychologist may be to explore the psychological 
factors outlined by the participants such as locus of control, attributional style, type of 
social comparisons rather than whether depression precedes CP or vice versa. Dworkin 
and Gitlin (1991) reiterate this stating that the best therapeutic intervention depends 
more on a careful evaluation of the client’s depressive characteristics than on a 
determination of whether depression preceded or followed the individual’s CP.
Concluding comments
This study provided insights into the experience of depression in a wide range of CP 
conditions. It is felt that these findings have provided more of an understanding of “what 
it is like” to experience both CP and depression, as was the aim of the study.
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APPENDIX 1: INFORMATION SHEET 
Exploring the experience of depression in the context of chronic pain
I am a trainee Counselling Psychologist at the University of Surrey, conducting a 
research study, which looks at how people experience both depression and chronic pain.
Many people who suffer from chronic pain are also depressed. There is a lot of research 
on both of these separate concepts. However, there is very little research on how a 
person may feel if  they were experiencing both. Depression comes in many forms and 
not all of which are common among individuals experiencing chronic pain Therefore, I 
am undertaking this research in order to get a better understanding of what this 
experience is.
I am seeking people who have experienced both chronic pain and depression for at least 
six months. Depression is defined as an experience that may include ongoing fatigue, 
loss of pleasure, feelings of worthlessness etc. However, it should be noted that 
depression is not transient ‘blues’ i.e. a response to a distressing event. Those who 
volunteer for the research will be interviewed about their experiences for approximately 
one hour. Interviews will take place at a location that is convenient for you. Participation 
in this research will be kept confidential.
I hope that this research will help counsellors, psychologists and therapists in working 
with people who are both suffering from depression and chronic pain. I also hope that 
those who take part in the research will find it helpful to talk about their experiences.
If you would like to take part in this research or find out more about it, please contact 
me at;
Natalie Hession
Trainee Counselling Psychologist 
Department of Psychology 
University of Surrey 
Guildford GU2 7XH
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Telephone: 01483.689176 
e.mail: nataliehession@campus.ie 
Supervised by Dr Martin Milton 
e.mail: m.milton@surrey.ac.uk
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APPENDIX 2: TELEPHONE SCREENING INCLUDING INCLUSION
CRITERIA
General areas to be covered
Introduce myself and recap on research aims
Explain the commitment that participants will have to make
You should be willing to attend an interview in the next 2 weeks. The interview will be 
held at a convenient location and will last approximately an hour.
Inclusion criteria
You must be suffering from BOTH depression and chronic pain. You should be 
experiencing both of these conditions for 6 months or longer. Your pain should not be 
amenable to medical intervention. We know that symptoms of depression are often 
numerous and vary from person to person in their intensity duration and frequency. 
Although, you don’t have to have a formal diagnosis of depression it is important to 
have some consistency between all participants’ experience of depression. Therefore for 
this current study your experience of depression must not be transient ‘blues’ i.e. a 
response to a distressing event but should reflect a marked alteration in (1) Mood and 
affect such as depressed mood and diminished interest and pleasure in activities and (2) 
Bodily functioning such as weight and appetite changes, sleep disturbances and fatigue 
and loss of energy and (3) Cognitive processes such as feelings of worthlessness, lack of 
concentration, indecisiveness, thoughts of death and suicide.
Research not therapy
It is important that you know that you will be involved with à piece of research and not 
therapy. That means that whilst I’ll be taking care to ensure the well-being of each 
participant I will be unable to offer anything long-term.
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I f  individual is still interested or appropriate to research:
How do you feel participating in research like this? Do you have any uncertainties or 
anxieties?
Concluding the call i f  deemed suitable: I will not be starting the interviews for 2 weeks. 
However, I think it’s important that have a couple of days to make sure you are 
comfortable with taking part in the research. If it is fine, I will telephone you in a few 
days to hear your decision and arrange a suitable date to meet for interview if you agree 
to participate.
Some individuals may not be sure whether to take part or are uncomfortable about 
making an immediate decline. I  was hoping that after a few  days, individuals would 
make a firm decision.
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APPENDIX 3: RESEARCH CONSENT FORM
The aim of this research is to explore what it means to experience both depression and 
pain. I am interested in hearing what the experience of depression is for you, what the 
experience of pain is for you and what the experience of both these together are for you.
You will be asked to take part in an informal interview about your experience of both 
depression and chronic pain. The interview will be recorded on audio-tape so that in 
writing up the research I can cite people’s experiences directly. However, no names or 
other identifying information will be included. Therefore your participation in this 
research will be kept confidential. Once transcribed, the audio-tape recordings will be 
destroyed and all participants will have the opportunity to read their transcript (if 
requested) to assure anonymity.
Participation in this research is completely voluntary. You can withdraw at any time and 
do not have to give a reason for this. If you choose to withdraw, anything that you talked 
about within the interview will not be used as, data for the research. All data will be 
handled in accordance with the Data Protection Act 1998
Please read the following paragraph and if you are in agreement, sign where indicated.
I agree that the purposes of this research and what my participation in it could entail 
have been clearly explained to me in a manner that I understand. I therefore consent to 
be interviewed about my experiences of pain and depression. I also consent to an audio­
tape being made of this discussion and to all or parts of this recording being transcribed 
for the purposes of research.
Print nam e.............................................................•......
Signed............................................................................  D ate ....................................
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On behalf of those involved with this research project, I undertake that, in respect of the 
audio-tape(s) made with the above participant, professional confidentiality will be 
ensured and that any use of the audio-tapes or transcribes will be for the purposes of 
research only. The anonymity of the above participant will be protected.
Print nam e................................................................  Occupation......................
Signed.................................................................. . D ate .................................
Witness nam e................................ ...........................
Signed......................................................................... D ate ..................................
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APPENDIX 4: ETHICAL CONSIDERATIONS
Ethical issues will be attended through three main strategies:
(1) The use of an appropriate research design (McLeod, 1994), such as the use of 
individual interviews will be used to allow for the disclosure of sensitive issues. Gaining 
access to qualitative data requires an open relationship with participants and painful 
material might emerge. The interviewer will aim to establish relationships that are 
characterised by respect, empathy, congruence and acceptance, therefore using concepts 
from the person-centred counselling approach (Mearns & McLeod, 1984).
(2) Informed consent (McLeod, 1994). The researcher will make every effort to inform 
the participants fully about the aims, procedures and possible risks. The participants will 
have sufficient time to read the consent forms and ask questions before signing it. The 
participants will also be made aware of the right to withdraw from the research at any 
time without any form of penalty.
(3) Ensuring confidentiality (McLeod, 1994). Participants will be informed about 
confidentiality issues. Efforts will be made to collect the data in a soundproof room and 
to secure the collected material by keeping it locked and inaccessible to others. All 
names and other identifying features of the participants will be changed in order to 
assure confidentiality. Participants will have an opportunity (if requested) to review the 
transcript of the interview and to check sufficient anonymity. After the interviews are 
transcribed the audiotapes will be destroyed. .
(4) Additionally, there will be time for debriefing (see appendix 6 for further details) 
after the interviews. This will allow for direct expression of any distressing and painful 
material, which may be triggered during the data collection. The researcher will make 
every effort to explore and contain sensitive issues and ensure each participant’s well­
being during the interview.
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APPENDIX 5: BACKGROUND INFORMATION QUESTIONNAIRE
Thank you for participating in this research study. To begin, I would like to get some 
basic information about you i.e. your age, education and occupation. The information is 
entirely confidential and the information that you give will never be used to identify 
you. However, if you do not want to answer some of these questions please do not feel 
compelled to do so.
1. Are y o u  {tick the appropriate answer)
M ale  Female___
2. How old are you?  years
3. How would you describe your ethnic origins?'
Choose one section from (a) to (e) and then tick the appropriate category to indicate 
your ethnic background \
(a) White:
British
Irish
Any other White background, please write in below
(b) Mixed:
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed background, please write in below
' The format o f this question is taken from the 2001 UK census.
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(c) Asian or Asian British:
Indian
Pakistani
Bangladeshi
Any other Asian background, please write in below
(d) Black or Black British:
Caribbean ___
African
Any other Black background, please write in below
(e) Chinese or Other ethnic group
Chinese ___
Any other, please write below
4. What is your highest educational qualification? 
(tick the appropriate answer)
None
GCSE(s)/0-level(s)/CSE(s) 
A-level(s)/AS-level(s) 
Diploma (HND, SRN, etc.) 
Degree
Postgraduate degree/diploma
5. What is your current occupation (or, if you are no longer working, what was your 
last occupation?)
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6. Which of these best describes your current status?
(tick the appropriate answer)
Single______________________ ___
Married ___
Divorced ___
Separated___________________ ___
Living with partner ___
Widowed ___
7. a) Which chronic illness do you suffer from? Please write in below
b) For how long? Please write in below
8. How long have you being suffering from depression, please write in below
9. Have you received any form of counselling or therapy to help you deal with your 
experience of depression and chronic pain?
Thank you for completing the questionnaire
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APPENDIX 6: SEMI STRUCTURED INTERVIEW SCHEDULE INCLUDING
DEBRIEFING
As the researcher, I  introduced myself and summarise the nature and aims o f  the 
research study. Acknowledgment was made -of the telephone conversation and a brief 
recap on confidentiality procedures. Participants were reminded that they could stop the 
interview and their involvement at any time. In addition, they could also choose not to 
answer question(s). Any questions theparticiparit wished to ask were addressed.
As the researcher, I  asked the interviewee to complete the consent form and background 
information questionnaire.
I  was aware that some o f the questions listed below elicited material that rendered later 
questions redundant. In this case, truncated versions were asked to check whether 
further information could be elicited on the topic.
(1) Information regarding the experience o f chronic pain
(a) I am interested in hearing what the experience of depression is for you, what the 
experience of pain is for you and what the experience of both these together are for you. 
Perhaps you can begin by telling me what was the first time you realised you were 
experiencing chronic pain?
(Prompts: first noticeable incidences, milestones, what was happening in your life at the 
time etc)
(b) To give me a better understanding of your experience of chronic pain, can you let me 
know of other major milestones or incidents from that time until present day.
(c) I was wondering if there were times when you experienced no pain for a while and 
then the pain recurred. If so, can you tell me what that was like for you?
(d) Can you elaborate on this/these incidents giving examples of how it may have 
impacted on your life?
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(Prompts: Daily life, family, work, friends, leisure)
(Prompts: What's it like fo r  you when your family/friends.............?)
(e) Thinking back to before you were experiencing chronic pain can you tell me a bit 
about how life was for you? What were you like then? Has this changed?
(f) How did/do you cope during these difficult times? What was your experience with or 
without therapy?
(g) Do you think that your experience of having both depression and pain is different 
than others in your support group? If so, can you describe how it is different?
(2) Information regarding the experience o f  depression
(Same as chronic pain questions but modified fo r  depression)
(3) Information regarding the experience both depression and chronic pain
(a) Perhaps you can tell me what was the first time you realised you were experiencing 
both depression and chronic pain?
(Prompts: first noticeable incidences, milestones, what was happening in your life at the 
time etc)
(b) Can you describe how it may have impacted on your life giving examples giving?
(c) Do you think your experience of having both depression and pain is different than 
having depression alone or pain alone? If so, can you describe how it is different for 
you?
Prompts and Probes
It appears that you seem to associate the experience of depression and pain as 
interwoven?
It appears that you seem to separate the experience of depression and pain?
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It seems/appears th a t....?
What was that like for you?
What were you like then?
Can you tell me more about that?
How did that make you feel?
What kind of effect did that have on you?
Why do you say that?
Why do you think that happened?
Debriefing Information
After each interview, time was allowed for debriefing the participant. This time 
hopefully allow the participant to air and discuss issues that may have arisen during the 
interview. The researcher the debriefing by asking questions such as:
Was there anything you fe lt I  did not understand or could have understood better?
Are there any questions that I  have not asked?
Did this raise any issues which you would like to discuss further?
Following this the researcher initiated a conversation to get the participant thinking 
about what support they may draw upon if they felt distressed at a later stage. The 
researcher began by asking questions such as;
I f  this interview does get you thinking or i f  issues do come up fo r  you at a later stage 
what would you do?
Do you have family/friends to turn to i f  issues were to arise fo r  you?
Would you consider contacting your support group i f  issues were to arise?
The researcher gave the participant the contact information for the following support 
organisation:
Samaritans 
Tel: 08457 90 90 90 
E-mail: JO@samaritans.org 
Helpline for people in distress
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Finally, the researcher telephoned the participant the following day and discussed (if 
necessary) any issues that may have arisen. If the participants felt that additional support 
was needed the researcher alerted the participant to the list of support organisation 
which was given after the interview.
172
Research Dossier
APPENDIX 7: EXAMPLE OF FULL INTERVIEW TRANSCRIPT (DARREN)
Researcher = R; Participant = P
R1 : So this is about your experience of pain and your experience of depression. I will 
try to avoid asking many questions in order to prevent me from putting my own agenda 
on it. You can start anyway you like or an example could be using a time line .... When 
it started, when you first got pain, when you first got depressed, what was going on in 
your life at the time, how it affected you, others around you, relationships ...
PI: Don’t start my wife on that. She will talk forever more. O.K. Well, it started by an 
accident at work and I was a detective inspector of a drug squad in Manchester^. I ran a 
team of under-cover officers and surveillance officers. We had garages where we stored 
our under-cover ears and the doors were very old and rickety. And whilst opening one of 
those doors in May of 1993, I creaked my neck which we didn’t think was anything 
more than a pulled muscle at that time. I was treated for muscle relaxation and minor 
pain. It got progressively worse and I lost the feeling in my left arm. Which was as a 
result of a disc in my cervical spine, C6-7, pressing on nerves in my spine, pressing on 
nerves in my left arm. I was subsequently referred to a neurologist who treated me with 
physiotherapy to start with to free up the nerve as it was. Then I had acupuncture. 
Continued physiotherapy and painkillers. The main pain killer was ‘Voltraul Retard’ at 
the time which I took for many years and as an off-shoot of that I got Tinnitus through 
prolonged use of Voltraul. This was a side effect which nobody ever told me.
R2: So are you still suffering from Tinnitus?
P2: Oh yes. It was irrevocable. So that was an added problem.
R3: Yeah, Yeah.
All personal ddetails were changed to protect the anonymity o f participant.
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P3:1 managed to hold my job down because I was the boss and I could choose to be in 
the office and delegate if I wanted. So basically what I was doing was hiding the fact 
that I was suffering because I didn’t want to lose my job. I knew if I went up to my force 
headquarters to see the force doctor the chances are they wouldn’t take the risk with a 
spinal problem and they would put me off on a medical pension. And I didn’t want that. 
I wasn’t ready to retire I was too young. I just didn’t want it. So I hid it for a long while. 
But it got to the stage in ’96, that I couldn’t drag it out any more and I couldn’t bear it 
any more and I had went to see a neurosurgeon several times to talk about the options. 
The only option left was to get the disk removed.
R4: So was the^pain getting worse at this stage or was it staying the same?
P4: It was gradually getting worse and worse. Because I was working, I couldn’t rest. I 
. was taking the odd few days off her and there when it got too much. But basically, 
because I couldn’t rest it and because of the nature of the injury and because it was a 
spinal injury and because I had a prolapsed disc, the pain just got more and more 
intense. My drug intake was becoming more and more. I was becoming unbearable at 
home because of my mood swings and I couldn’t sleep. The pain was so intense and I 
was getting depressed in those early days because the pain would not leave. It was just 
with me all the time.
R5: It just seemed never ending?
P5: Yes, never ending. To a certain extent I  could get my mind o ff it at work but at home 
I  sort o f  collapsed in the chair and I  had nothing else to concentrate on it except the 
pain. In '96 they operated and took the disk out. In reflection that was the worst thing to 
do because I  never went back to work. Although, the percentages were explained to me 
there was a bigger percentage I  was going to be O.K. and I  was going to go back to 
work. I  had one o f the best surgeons money could pay because it was done privately. We 
researched the surgeon. One o f those statistics that nobody can know, I  suffered more
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pain post op. There is no reason for it at all. Scans, x-rays don 7 show why I  am 
suffering from such intense chronic pain.
R6: What is that like not having some sort of pointer or cause to say, “That’s why”?
P6: Absolutely awful. You just don’t know what it is. Nobody can tell you why and you 
read books and they say they don’t know. The surgery failed, but why it failed and how 
it failed and the reason for the pain nobody knows. Certainly, it is concentrated in my 
C6 side. I can feel it now it is tender. I get flare ups constant seizures across my neck, 
my shoulders and down my arms. So I have to take medication.
R7: There seems to be this reliance on medication?
P7: Oh, it is all medication. I am completely and utterly addicted to dihydro codeine, 
which is morphine. Completely and utterly. Without it I couldn’t bear the pain. Umm, so 
I was off work for a year which was pretty damn awful. Thinking I would get better and 
get back to work but of course I didn’t. The police force sent me to convalescence home 
with physios and hydrotherapy pools, which was pleasant but it didn’t do me any good. 
Eventually, my private health insurance sent me off to a private hospital in Bristol to 
Onstead Park, for a pain management course for 4 weeks. It costs 4,000 pounds. It was 
psychologically motivated. It was about getting your brain around the fact that you have 
chronic pain and it is never going to go.
R8: How was that?
P8: Pretty damn awful really, because the realisation sets in that you can have it for life 
and that it is never going to go. I was with a half a dozen fellow sufferers so there was 
that support. So it was a good course.
R9: What is it like having the support of other sufferers?
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P9: It was great. There was not a sense of aloneness but there has been ever since. But 
what that course did was get my head around that I will always have this and that to try 
and keep your body as fît as possible. So I eame back from that and the police force 
retired me, October ’96. So that was awful, as I was not due to retire for 2 years. I had 
planned my retirement. I had planned what I was going to do and if I had got another 
two years I would have got another rank, therefore bigger pension, more money. I did a 
degree whilst I was working as I was intending to teach when I had retired. So I got the 
degree. I was all ready to go off and teach. I was going to teach Sixth Form politics and 
sociology. But that all failed because I have not worked a day since. I tried. I got a job 
teaching at the local college but I only lasted 2 months. I always had to go home or go 
off sick. I couldn’t stand the pain. I did a bit of teaching at home. Teaching English to 
foreign students but again I couldn’t concentrate. It is like sitting here now. So working 
is not an option, I just can’t concentrate.
RIO: What a great impact this has had on you.
PIG: Yeah. And the drugs they knock you out. The drugs just completely knock you
away. I just sit down and fall asleep. The side effects of the drugs are pretty awful........
Umm. I was very depressed because my eareer had ended and I had a successful career, 
an exciting career. I mean I was chasing quite major drug dealers all around the world. I 
mean I went all over the place. Like I went all over the world.
R ll :  It seems like it was such a sudden change for you?
P l l :  To suddenly just emptying the dishwasher. A very high powered job, like going to 
get the Home Secretary personally to sign things. You know like representing the 
Manchester police in conferences all over Europe, this sort of thing. From a very 
responsible job, very well known and then lost every thing. No future. And then because 
of how it happened, I won’t go into details but it was suffieient to say that I thought the 
police were negligent. Because they hadn’t replaced the garage doors and several people 
had asked them to. So I sued the Manchester police. And they fought it over four years.
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They were under hand and dishonest with me, with things they put forward as evidence. 
Again, I have been a very loyal, hard working guy and I felt I had been let down. They 
gave in at the end and they settled on the court steps but not after I had committed every 
penny that I had had going to court. So that was a very depressing time because I stood 
to lose everything. I had 27 people all ready to give evidence and they made an offer 10 
minutes before we were due in court. It was very mucky and very nasty. And that was 
very hurtful because they were responsible. To fight it and put the family through such 
heart ache.
R12: You just mentioned about your family and I’m wondering what impact it had on 
your family?
PI2: It has such a big impact on the family. They knew that Dad was in a bad mood 
because of his pain. My wife has gone through the worst. She has to live with it now. I 
can’t sleep at night so I have to lie on my back so I snore. I come down stairs in the 
middle of the night and read. Or I don’t go to sleep until 3 or 4 o’ clock in the morning 
because of the pain. To sleep properly I take a sleeping tablet and go into the spare 
room. And the drugs .... she would be talking to me and I would be asleep. I f f  forget to 
take one I would withdraw and get the sweats and the shakes. If I am a eouple of hours 
over it is horrendous, which is why I joined Action on Pain, the eharity because 
someone was trying to do something. We have lost our consultant in Manchester who is 
actually the president of the charity. She had enough beeause chronic pain department in 
the hospital was always the ‘poor relation’; it is not a sexy subject. So we lost our only 
pain consultant. If ever there are cut backs they are going to be cut backs in that 
department. If they are going to lose a consultant they are going to lose a consultant 
from there. That is the same nationwide and she had enough and is gone off to London 
to teach. By the very nature of chronic pain is that we never get better, so all they are 
doing is spending money just to keep us quite really, keep the status quo.
R13: Is that the way you see it now?
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P13: Very much so, especially for new sufferers. It takes about 13 weeks to get their 
first appointment. They then only see the nurse not the consultant. But at the moment 
there is not one. There is a stand in anaesthetist who is not a specialist in any way. It 
takes another three months to see the specialist and then they have nothing to offer 
except drugs and ‘tens’ machines, which really are not designed for chronic pain 
sufferers. There is nothing else. All my consultant could offer me is antidepressants. 
They have been shown to help chronic pain sufferers deal with their pain but to what 
cost. Like I mean I am taking five different drugs. I mean what is that. There is no 
exercise, there is no physiotherapy, there is no hydrotherapy. They don’t offer 
acupuncture or any alternatives. All alternatives I have to pay for myself. Acupuncture 
will only give relief in the short time, like charging the battery up. I have been to faith 
healers, anything anyone suggests I do it.
R14: There seems to be a constant search?
P14: Yes. Always searching. Always looking on the Internet and buying books. To try 
and find something. That is all we do, research. It’s what all the family does too. Also 
asking in the charity.
R15: What’s it like being in the charity for you?
P15: It is very frustrating because we don’t seem to get anywhere. It is a very small cog 
in a very big country. We offer a help line and it is manned 12 hours a day. Besides that 
we hand out leaflets but that is it. We lobby the Secretary of State for Health. We lobby 
individual places. We run seminars. But at the end of the day we ean’t offer anything. I 
feel we need to train people. Can’t just have a sufferer speak to another sufferer because 
there are loads of issues; confidentiality, back up, support. There are those in the charity 
that think all you need to do is show up and be a support to others, but there is more to it 
than that. We have the money but we don’t want to spend it. I am a lone voice at the 
moment.
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R I 6: So can I bring you back to when you first became or can remember when you first 
were feeling depressed?
PI 6: My depression started undoubtedly when I retired. When I was off from work, 
there was always that hope. But then I saw the police doctor and he said there is no way 
you are going back to work and we are going to retire you.
R17: So there seemed to be this loss of hope?
PI 7: Oh, immediate, an immediate loss of hope. Even Jane will say, from that day 
onwards I was a different person. I was always a care free, gregarious, out going person, 
the life and soul of the party. And I am very introverted and quite and don’t want to go 
out any more. Don’t want to meet people. I am only 55. But I have no higher 
expeetations in my life. I am going to go abroad to live but that is for my health. 
Because the sun is better. I stopped playing golf. Stopped all my sports. I go to yoga but 
I ean only do half of it. I go to the gym but I can only do the lower half not the upper 
half. I swim but that hurts after a while. I can’t decorate. Can’t do the garden. Can’t 
hoover.
R18: It just seems like there was a stop to all your normal, everyday things?
P18: Yeah. Like everything I did myself. Like we moved here 2 and a half years ago 
and this was a wreck, a shell. I would normally do it myself but I had to pay people to 
come and do it. I can’t do the garden that is why we have a very small garden.
R19: And these are all the things you used to do before?
P I9: Oh yeah that is right. With nearly everything I did I had to stop. All the enjoyable 
things I’ve had to stop. I spent most of days on the computer, do some painting, watch 
some television, go to sleep. Now if sleep comes I take it because it might not come at 
night. Jane works in the morning so while she is away I have a sleep. But you know 
what fun is that. I was always in the pub I was always getting pissed. Always late home
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and getting told off. Yeah, I probably drink at home more than is good for me but I have 
no will to go and socialise any more, which is really, really hard.
R20: Can you tell me more about that?
P20:1 just don’t care. Don’t see why I want to. I have no need to any more. That’s it in a 
nutshell really. Quite depressing really. Like during the day there is an awful lot I could 
do I suppose but I eouldn’t be bothered. Like everything was planned. I had planned my 
life I was a bit like that. Because I realised that albeit I was going to do the 30 years in 
the police force and have a reasonable position because I had no qualifications as such 
and to leave I was going to be thrown on the scrap heap. I was not going to get a very 
good job without qualifications. So I put myself through a degree over 6 years, 
especially to get myself a good job. All for nothing. While not for anything but it was 
for the sole intention for teaching. I was going to be 49 when I retired and I was going to 
have a second career of teaching that I was looking forward to. Actually I had got a 
great job in the local college down the road. Fabulous job. They wanted me to stay and 
go head of department. I had only been there 2 months. Offered me full time position 
and there was head of department job coming up. They said I will get that. Two months 
I had been there.
R21: Yeah, Yeah.
P21:1 said I have got to leave, (silence) It was a fabulous job. It was the job I had really 
wanted.
R22: Has your experience affected your relationships with friends?
P22: That is another very good point. Friends in inverted commas thought I was taking 
the piss. They thought I was suing the police force to make money. They thought I was 
making it all up because you look a normal, healthy individual. Beeause people that see 
you and say “God, look at you”. Yeah, because I do look well. I haven’t gone grey and I
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haven’t lost my hair. So there were a lot of people in the camp that want evidence. And 
there is a lot of history and a lot of press about police officers taking the piss about 
medical retirements. We all knew them and we all see them. So there were those that 
were suspicious. There were friends and acquaintances that said they understood but 
quite blankly did not. When I came back from my pain management course they gave us 
some cards to hand out to people to read and try and understand and to explain some of 
the implications. I don’t think anyone ever read them. So the only people that really 
understand are my family and one or two very good friends who know me very well, 
who know what I am going through. A lot don’t want to know and ehange the subject. 
To certain I was the ‘party bore’ for some considerable time. Because every time I met 
them I felt I had to justify and explain why I wasn’t working, why I was medically 
retired. Because you can’t see anything, so I would go “here’s my scar, you can’t really 
see it but there it is”. I had to stop talking about it because Jane and my family have had 
a gut full of it. They know all about it. I have to try and show I am not in pain because 
everything is back to me. And I don’t want it to be me. There are others in the family. 
So I have to try and hide it at times. I don’t do it very well. I have to try and change the 
subject back to them. Everything is always revolving around me and has done so since 
I’ve retired. Like I have my best friend coming to dinner next week and I know the first 
hour of the conversation is going to be about me again, because they want to know. If I 
sit here for a certain length of time I will keep moving and it will be, “do you want to go 
into the other room”. It is not going to harm me. It is not going to do any damage. Like 
if I wanted to play a game of golf. I could, it won’t do me any harm but I will be stitched 
for a day or two.
R23: It seems from what you were saying that your identity is your pain?
P23: Oh absolutely. My whole life is my pain. I wake up and know it is raining because 
my neck hurts. I just know. We went to see our daughter in London. Jane has to do all 
the driving because I can’t do any long driving. We are going out to see our son in 
Australia at Christmas. We have had to plan it so we can do it in stages because I
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wouldn’t be able to do it in one go. So it is costing us extra because we have to stop for 
a day or two along the way. There again it is all me again. I dictate what we do.
R24: But it seems like you don’t have the spontaneity to do this or that. Everything 
seems planned.
P24: Yeah. Unfortunately. I’m coming up to 8 years in October when I retired and it is 
11 years since I injured myself. It is a long-time. I hate to think what it has done to my 
body -  the drugs. Take one drug it is called ‘Gabapenteen’ and it was designed for 
epileptic sufferers. Somehow they realised it helps chronic pain sufferers and it is now a 
staple drug for chronic pain sufferers. You have to think what that is doing? Because if 
it is there to control epilepsy....
R25: So it is an anticonvulsant.
P25: Which is an anticonvulsant, which is associated with the brain. So I don’t think I 
want to know what that drug is doing to me, ha, ha. So I guess it does something with 
the pain receptors in the brain. I take that regularly, every day. It certainly helped a few 
years ago. I would certainly love to stop to take antidepressants and would love to get 
back to.... I think I could probably fight my depression if I could get away. That is why 
I think it might be good for us to go to Spain to live as we have planned to do where we 
don’t know anyone.
R26: To get away from any association of pain and depression?
P26: Absolutely and not mentioned it and not tell anyone. Snooker was a big part of my 
life and I don’t get my friends phoning me up to see if I want to play snooker because 
they know I will probably only play a game possibly two and that is it. I am done then. I 
can’t go out for a night playing snooker so they don’t bother phoning. They don’t want 
to just play one frame.
R27: Yeah, Yeah.
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P27: They want a night out. So I don’t get the call you see. But it is all pain related. 
They all know. I think I could fight it and start somewhere fresh and not have to justify 
it. Justifying it is a big thing with pain sufferers. I don’t walk with stieks or a wheel 
chair. I have nothing terminal.
R28: I get the sense there is this justifying it to yourself. Because you had this high 
powered job with all its responsibilities and I guess it seems possibly that you need to 
justify why you don’t have these any more?
P28: Absolutely. There were all kinds of things open to me, Hong Kong, going to work 
for Europol, going to work in St. Helena setting up a drug squad. The guy there was a 
close friend. I lost a lot of specialised jobs beeause I was quite well known in that field. 
There were a lot of options open to me there where I could have furthered my career 
onee I had retired. There are a lot of civilians taken on in the National Crime Squad, 
National Criminal Service, MI5, MI6 all these kind of people.
R29: There just seems to be this big loss.
P29: It was devastating.
R30: Loss of opportunities, loss of hope, loss of job.
P30: Sure. And I had to fight to get it. And I actually got th e re  and wanted to go
further. Emotionally and psychologically. [Pause to take medication] This is the life of a 
chronic pain sufferer [i.e. taking medication]. One of the off-shoots as well through my 
pain is the loss of testosterone. That is one of the big things if you suffer from pain and 
depression is that you lose testosterone. Of course that has many, many efleets. So not 
only do you have the pain and depression. You have got the loss of libido, loss of self- 
respect. So now I have to have testosterone injections every three weeks. So the tinnitus 
and that as ....
R31: As secondary effects?
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P31: An off-shoot. It could have ruined our marriage without a shadow of a doubt had 
my wife not been so strong and understanding. Because I had been extremely bad 
tempered, extremely moody, extremely depressed. And she is ten years younger than me 
and full of life. Had she not been so strong it could have finished us off. I was very short 
tempered with the kids. Had they not understood fully which we made sure they did, it 
would have being hard for them as well. Because I was bad tempered with them at times, 
very moody with them.
R32: It sounds like you have had that support there.
P32: Yeah. There have being very good. I don’t think I would have lasted without them. 
To say I was suicidal at one stage was a bit of an over statement. But it went through my 
mind. I don’t think I ever could have done it or if I could do it. But it was certainly one 
of those things that you thought might be the answer. Certainly when I was at my worst 
after retirement. While I can cope with the pain now. Just. I had to go up to London the 
other day to a meet Jerry Lewis, an actor. He has had chronic pain all his life. I was 
going to go up to listen to him but I could not get out of bed that morning.
R33: It’s the unpredictability as well?
P33: Yes. Yes it is. Like we are supposed to go up to Jane’s sister in the Isle of Wight 
tomorrow morning. But when we leave is completely dependent on how I feel in the 
mornings. Because I am not very good in the mornings. We planned to leave early but 
we won’t and Jane knows that. Terrible really.
R34: Yeah.
P34: I do believe that research might show up some answers. From what I read pain is 
about sending messages to the brain and one would believe that one would be able to 
intercept those messages. There is something that I have seen, like an implant and it is 
like pushing a button through your skin and that is attached to your spinal cord to the
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transmitters to the brain. This seems to be suecessful and block out pain. This is only on 
a trial basis. One would have thought that if  money was invested something like that 
eould be research or used. And some mention would have to be on the eauses of chronic 
pain and not just the symptoms, like the psychological interventions.
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APPENDIX 8: PERSONAL REFLECTIONS
After completing a literature review on the topic last year I found myself feeling 
disappointed with the lack of qualitative research in the literature. To compensate for 
this disappointment, coupled with my own interest in the topic (as outlined in my 
literature review’s personal reflections section), I decided to focus on the experience of 
both chronie pain and depression for my second year research project. As much as I 
tried to “keep objeetive” during the research,' I think this may not have been completely 
possible. One of the reasons for this was my awareness that I had previous experience of 
chronic low back pain (although, not depression) and came to the research with all my 
own opinions and biases. In an attempt to try and capture (and somewhat compensate 
for my own biases) I drew up an interview schedule that was open and very semi­
structured in order to have a more participant led interview than a researcher based one. 
The openness of the interviews meant that the participants’ accounts were at times 
diverse and abstract. Thus, I had to be very sensitive and thorough in my interpretation 
to be certain I was grounding my analysis in their experiences.
During the interviews I began to realise the extent to which the participants wanted to be 
heard and understood. For some participants it was the first time a ‘health professional’ 
had actually taken the time to hear about their experience. I found this quite sad and had 
to hold myself back from wanting to help them. In addition, at times I had to refrain 
from falling into ‘therapy mode’ and not give interpretations. It was quite frustrating 
when knowing that certain interpretations or interventions could be both appropriate and 
potentially helpful if it were therapy. Whilst carrying out this research I was in a 
psychodynamic placement and I found I was constantly analysing the counter- 
transferential reactions that occurred between us, with the temptation of exploring this 
with the participant. In addition, I was fascinated by each story and I learned so much 
more from the interviews than any book could ever teach or inform me. I felt lucky to be 
able to hear such accounts, although, I was astounded by how much they felt I was 
doing them a favour just by listening. It highlighted for me the lack of and need for 
listening therapies in the area of chronic pain.
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Reading the literature I found that much of the research stemmed from the medical 
world and along with its medical discourse. However, after completing a literature 
review in the area I felt a lot more confident when bombarded by the medical model 
language and became determined to put the counselling psychology stamp on the area. 
This process has increased my identity as a trainee counselling psychologist as one out 
there battling and defending the profession!
Whilst attempting to find previous literature on the experience of both pain and 
depression, I was shocked at the laek of literature ‘out there’ and at the laek of previous 
researeh carried out by counselling psychologists. As a trainee counselling psyehologist, 
I am concerned with capturing the subjective, individual experienees of the individual. I 
was therefore astonished at the paucity of the research that has been completed. I feel 
the experience of depression and ehronic pain for the individual has important 
conceptual and therapeutic implications. If, as the literature indicates that there is a high 
co-oecurrence of depression and chronic pain, then why has counselling psychology not 
explored the area?
The lack of literature/research completed by counselling psychologists made me wonder 
why the area of chronic pain is not taught to counselling psychologists in training. If 
there is such a high prevalence of chronie pain and its accompanied experienees then 
why is it not studied? Do other counselling psychologists in training, like myself, 
encounter clients experiencing chronic pain? Could this provide answers to the lack of 
literature by counselling psychologists? There seems to be many questions left 
unanswered and I intent to further the knowledge in this area by carrying out a 
quantitative piece of research to explore these questions.
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APPENDIX 9: DETAILS OF TARGET JOURNAL: PSYCHOLOGY & H EALTH  
Instructions for Authors:
INTRODUCTION
Submission of a paper to Psychology & Health will be taken to imply that it represents 
original work not previously published, that it is not being considered elsewhere for 
publication, and that if accepted for publication it will not be published elsewhere in the 
same form, in any language, without the consent of editor and publisher. It is a condition 
of the acceptance by the editor of a typescript for publication that the publisher 
automatically acquires the copyright of the typescript throughout the world.
SUBMISSION OF MANUSCRIPTS
Three copies of each manuscript should be submitted to Paul Norman. Department of 
Psychology, University of Sheffield, Sheffield, UK. Each paper will be read by at least 
two referees.
FORMAT OF MANUSCRIPTS
Manuscripts should be typed according to the guidelines in the Publication Manual of 
the American Psychological Association (4th edition, 1994); however, please follow the 
present Instructions for Authors in cases of contradiction with the APA guidelines.
Title page: This should contain the title of the paper, a short running title, the name and 
full postal address of each author and an indication of which author will be responsible 
for correspondence, reprints and proofs. Abbreviations in the title should be avoided. 
Abstract: This should not exceed 150 words and should be presented on a separate 
sheet, summarizing the significant coverage and findings.
Key words: Abstracts should be accompanied by up to six key words or phrases that 
between them characterize the contents of the paper. These will be used for indexing 
and data retrieval purposes.
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TEXT HEADINGS
All headings in the text should be set over to the left-hand margin, and the text should 
begin on the next line. Type first level (sectional) headings all in capitals. For second 
and third level headings, only the first letter of the first word should be a capital. 
Underline third level headings. For example: .
FIRST LEVEL TEXT HEADINGS 
Second Level Text Headings 
Third level text headings
REFERENCES
References should be indicated in the text with the author's name and year of publication 
in parentheses. If there are two authors, both names should be given. If there are more 
than two authors, all should be given on the first occasion, and then the first author "et 
al." should be used subsequently. Use "and" between author names mentioned in the text 
and an ampersand (&) when mentioned in parentheses and in the reference section. The 
full list of references should be given in alphabetical order on a separate sheet, with 
titles of books and journals given in full. Generally, the APA guidelines should be 
followed for the references. Examples:
1. Johnston, M. (1984) Dimensions of recovery from surgery. International Review o f  
Applied Psychology, 33(4), 505-520.
2. Smith, A.P., Tyrrell, D.A.J., Coyle, K.B., Higgins, P.G. and Willman, J.J. (1990) 
Individual differences in susceptibility to infection and illness following respiratory 
virus challenge. Psychology and Health, 4, 201-211.
FIGURES
All figures should be numbered with consecutive arabic numerals, have descriptive 
captions and be mentioned in the text. Figures should be kept separate from the text but 
an approximate position for each should be indieated in the margin. It is the author's 
responsibility to obtain permission for any reproduction from other sources.
Preparation: Figures must be of a high enough standard for direet reproduction. They 
should be prepared in black (India) ink on white card or tracing paper, with all the
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lettering and symbols included. Axes of graphs should be properly labelled and 
appropriate units given. Photographs intended for halftone reproduction must be high 
quality glossy originals of maximum contrast. Redrawing or retouching of unsuitable 
figures will be charged to authors.
Size: Figures should be planned so that they reduce to 10.5 cm column width. The 
preferred width of submitted drawings is 16-21 cm, with capital lettering 4 mm high, for 
reduction by one-half. Photographs for halftone reproduction should be approximately 
twice the desired size.
Captions: A list of figure captions should be typed on a separate sheet and included in 
the typeseript.
TABLES
Tables should be clearly typed with double spaeing. Number tables with consecutive 
arabic numerals and give each a clear descriptive heading. Avoid the use of vertical 
rules in tables. Table footnotes should be typed below the table, designated by superior 
lower-case letters.
PROOFS
Authors will receive proofs (including figures) by air mail for correction, which must be 
returned within 48 hours of receipt. Authors' alterations in excess of 10% of the original 
composition cost will be charged to authors.
Early Electronic Offprints:
Corresponding authors can now receive their article by e-mail as a complete PDF. This 
allows the author to print up to 50 copies, free of charge, and disseminate them to 
colleagues. In many cases this facility will be available up to two weeks prior to 
publication. Or, alternatively, corresponding authors will receive the traditional 50 
offprints. A copy of the journal will be sent by post to all corresponding authors after 
publication. Additional copies of the journal can be purchased at the author's preferential 
rate of £15.00/$25.00 per copy.
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REPRINTS
Twenty-five reprints per article will be sent to the senior author free of charge. 
Additional copies may be purchased when returning proofs.
PAGE CHARGES
There are no page charges to individuals or to institutions.
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APPENDIX 1: VIGNETTE
Referral Letter
(female & presence of medical evidence)
Instructions: Below is an example of a referral letter that might be sent to you by a GP. 
Please read the letter slowly, taking time to imagine this person as your client. As you 
read it, how do you feel? What do you think about the individual?
You will then be asked to tick appropriate boxes in answer to the questions that follow.
Dear [Your Name]
Re: Mrs Jane Holmes (dob 30/09/’74)
34 Lakeside, Stokeway, London 12R L22*
I am referring this 30-year-old woman to you for some psychological input. Jane reports 
that she is suffering from low back pain following a car accident two years ago. She 
reports being in constant pain, which at times radiates into both legs. At times she 
describes not being able to get out of bed. In addition, she describes feeling constantly 
low, having no motivation to work and as a result feels she has no control over her life.
Jane is married with two young children. She reports that her marriage has been 
somewhat “stormy” prior to her car accident and since then she says the marriage is 
deteriorating. She mentions that her spouse has been unsupportive in relation to her 
current difficulties. Jane works as a teacher and reports that as a result of her low back 
pain she misses approximately one day per week from work.
Jane has had physiotherapy with little or no benefit. Jane has had X-ray, CT scan and 
electromyogram (EMG). The CT scan revealed bulging lumbar disc. EMG was positive 
for nerve root compression from the bulging disc. Findings are consistent with the 
distribution and severity of pain that Jane reports.
I would be grateful if you could see Jane for an assessment, with a view to eventually 
seeing her for therapy.
Yours sincerely
Dr. McGuire
* Name and address has been altered for confidentially purposes.
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Referral Letter
(male & presence of medical evidence)
Instructions: Below is an example of a referral letter that might be sent to you by a GP. 
Please read the letter slowly, taking time to imagine this person as your client. As you 
read it, how do you feel? What do you think about the individual?
You will then be asked to tick appropriate boxes in answer to the questions that follow.
Dear [Your Name]
Re: Mr James Holmes (dob 30/09/’74)
34 Lakeside, Stokeway, London 12R L22*
I am referring this 30-year-old man to you for some psychological input. James reports 
that he is suffering from low back pain following a car accident two years ago. He 
reports being in constant pain, which at times radiates into both legs. At times he 
describes not being able to get out of bed. In addition, he describes feeling constantly 
low, having no motivation to work and as a result feels he has no control over his life.
James is married with two young children. He reports that his marriage has been 
somewhat “stormy” prior to his car accident and since then he says the marriage is 
deteriorating. He mentions that his spouse has been unsupportive in relation to his 
current difficulties. James works as a teacher and reports that as a result of his low back 
pain he misses approximately one day per week from work.
James has had physiotherapy with little or no benefit. James has had X-ray, CT scan and 
electromyogram (EMG). The CT scan revealed bulging lumbar disc. EMG was positive 
for nerve root compression from the bulging disc. Findings are consistent with the 
distribution and severity of pain that James reports.
I would be grateful if you could see James for an assessment, with a view to eventually 
seeing him for therapy.
Yours sincerely
Dr. McGuire
Name and address has been altered for confidentially purposes.
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Referral Letter
(male & absence of medical evidence)
Instructions: Below is an example of a referral letter that might be sent to you by a GP. 
Please read the letter slowly, taking time to imagine this person as your client. As you 
read it, how do you feel? What do you think about the individual?
You will then be asked to tick appropriate boxes in answer to the questions that follow.
Dear [Your Name]
Re: Mr James Holmes (dob 30/09/’74)
34 Lakeside, Stokeway, London 12R L22*
I am referring this 30-year-old man to you for some psychological input. James reports 
that he is suffering from low back pain following a car accident two years ago. He 
reports being in constant pain, which at times radiates into both legs. At times he 
describes not being able to get out of bed. In addition, he describes feeling constantly 
low, having no motivation to work and as a result feels he has no control over his life.
James is married with two young children. He reports that his marriage has been 
somewhat “stormy” prior to his car accident and since then he says the marriage is 
deteriorating. He mentions that his spouse has been unsupportive in relation to his 
current difficulties. James works as a teacher and reports that as a result of his low back 
pain he misses approximately one day per week from work.
James has had physiotherapy with little or no benefit. James has had X-ray, CT scan and 
electromyogram (EMG). The CT scan revealed no significant abnormalities in the 
lumbar spine. EMG was negative for nerve root involvement. The findings rule out disc 
injury or nerve root impingement as causes of James’s pain.
I would be grateful if you could see James for an assessment, with a view to eventually 
seeing him for therapy.
Yours sincerely
Dr. McGuire
Name and address has been altered for confidentially purposes.
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Referral Letter
(female & absence of medical evidence)
Instructions: Below is an example of a referral letter that might be sent to you by a GP. 
Please read the letter slowly, taking time to imagine this person as your client. As you 
read it, how do you feel? What do you think about the individual?
You will then be asked to tick appropriate boxes in answer to the questions that follow.
Dear [Your Name]
Re: Mrs Jane Holmes (dob 30/09/’74)
34 Lakeside, Stokeway, London 12R L22*
I am referring this 30-year-old woman to you for some psychological input. Jane reports 
that she is suffering from low back pain following a car accident two years ago. She 
reports being in constant pain, which at times radiates into both legs. At times she 
describes not being able to get out of bed. In addition, she describes feeling constantly 
low, having no motivation to work and as a result feels she has no control over her life.
Jane is married with two young children. She reports that her marriage has been 
somewhat “stormy” prior to her car accident and since then she says the marriage is 
deteriorating. She mentions that her spouse has been unsupportive in relation to her 
current difficulties. Jane works as a teacher and reports that as a result of her low back 
pain she misses approximately one day per week from work.
Jane has had physiotherapy with little or no benefit. Jane has had X-ray, CT scan and 
electromyogram (EMG). The CT scan revealed no significant abnormalities in the 
lumbar spine. EMG was negative for nerve root involvement. The findings rule out disc 
injury or nerve root impingement as causes of Jane’s pain.
I would be grateful if you could see Jane for an assessment, with a view to eventually 
seeing her for therapy.
Yours sincerely
Dr. McGuire
* Name and address has been altered for confidentially purposes.
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APPENDIX 2: DEMOGRAPHIC QUESTIONNAIRE
Brief Background Information
I would like to get some basic demographic information. Your details are entirely 
confidential and the information that you give will never be used to identify you.
1. Are y o u  {tick the appropriate answer)
M ale  Female___
2. How old are you?  years
3. How would you describe your ethnic origins?
Choose one section from (a) to (f) and then tick the appropriate category to indicate your 
ethnic background.
(a) White: ________
(b) Mixed: ________
(c) Asian or Asian British: ________
(d) Black or Black British: ________
(e) Chinese: ________
(f) Any other ethnic group please write below
4. Which of the following best describes you?
(tick the appropriate answer)
Trainee Counselling Psychologist ______  Trainee Clinical Psychologist
5. Do you have any specific training in chronic pain?
(tick the appropriate answer)
Yes No
2 3 6
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6. Have you worked therapeutically with a chronic pain sufferer? 
(tick the appropriate answer)
Yes No
7. a) Do you have any personal experience with chronic pain’? 
Y es_______(go to part b) No
b) If so, which one below best describes your experience?
(tick the appropriate answer)
Own experience_______ Family/Partner_______  Friend
8. Please can you estimate the effectiveness (i.e. cure) of ‘talking therapies’ alone, for the 
following conditions:
(O=low effectiveness; 100=high effectiveness)
(a) Depression ________ (rate 0-100)
(b) Chronic lower back pain ________ (rate 0-100)
9. Please can you estimate the value (i.e. coping) of ‘talking therapies’ alone, for the 
following conditions:
(O=low value; 100=high value)
(a) Depression ________ (rate 0-100)
(b) Chronic lower back pain ________ (rate 0-100)
Chronic pain is defined as enduring pain for longer than 6 months.
237
Research Dossier
APPENDIX 3: MASTER THEMES & SUB-THEMES 
Master Themes & Sub-themes
Master Theme 1 LACK OF UNDERSTANDING
- Health services
- Public
- Significant others
- Coping with the lack of understanding
Master Theme 2 DEPENDENCY
- Dependency on others
- Dependency on medication
- Dependency on benefits
Master Theme 3 NATURE OF EXPERIENCE
- Unpredictable
- No ending
- Complex
Master Theme 4 COMPARISONS
- Comparisons with similar sufferers
- Comparisons with dissimilar sufferers
Master Theme 5 LOSS
- Loss of normal activity
- Loss of identity
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APPENDIX 4: PRIOR BELIEFS SCALE 
Beliefs about Chronic Pain
The following are statements used to elicit what you think about chronic pain, in 
particular lower back pain. When answering the questions try and think of sufferers of 
lower back pain in general as opposed to a specific individual.
Please place a tick along the line where best represents your level of agreement to each 
statement. There are no right or wrong answers. You do not need to think too hard about 
each statement, the first answer which comes to mind is usually the best. Please answer 
every question.
Place ’tick’ along line as shown in example below :
Example
STRONGLY DISAGREESTRONGLY AGREE
People with chronic lower backpam ...
1. have had their condition caused by clinical depression, [complex]*
STRONGLY DISAGREESTRONGLY AGREE
are likely to litigate, [public]
STRONGLY AGREE STRONGLY DISAGREE
are attention seeking, [significant others]
STRONGLY DISAGREESTRONGLY AGREE
are not exaggerating their pain, [significant others]
STRONGLY DISAGREESTRONGLY AGREE
are lazy, [public]
STRONGLY DISAGREESTRONGLY AGREE
are not malingerers, [significant others]
STRONGLY AGREE STRONGLY DISAGREE
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7. have had their condition caused by a physical injury, [complex] 
STRONGLY AGREE STRONGLY DISAGREE
8. are not hypochondriacs, [significant others] 
STRONGLYAGREE STRONGLY DISAGREE
9. believe their situation to be hopeless, [health services] 
STRONGLY AGREE STRONGLY DISAGREE
10. have had their condition caused by a disease, [complex] 
STRONGLY AGREE STRONGLY DISAGREE
11. can cope with distress, [health services] 
STRONGLY AGREE STRONGLY DISAGREE
12. are not more sensitive to pain, [health services] 
STRONGLY AGREE STRONGLY DISAGREE
13. have had their condition caused by anxiety, [complex] 
STRONGLY AGREE STRONGLY DISAGREE
14. are pessimistic, [public] 
STRONGLY AGREE STRONGLY DISAGREE
15. are not to blame for their condition, [public] 
STRONGLY AGREE STRONGLY DISAGREE
* denotes themes. Themes were not included in questionnaires.
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APPENDIX 5: EXPECTATIONS FOR THERAPY SCALE
Expectations for Therapy
After reading the referral letter, imagine that you will be assessing this client. The 
following statements relate to how you may/may not feel/think about working with this 
client.
For each statement, please circle a rating that reflects or is most like your own opinion 
on each subject. Please answer every question.
1. I feel positive about working with this client, [lack of understanding by health 
service]*
1
Strongly
Disagree
2 3 4 5
Disagree Slightly Slightly Agree
Disagree Agree
6
Strongly
Agree
2. The client is likely to report less pain when therapy has finished, [complexity of
1
Strongly
Disagree
2 3 4 5
Disagree Slightly Slightly Agree
Disagree Agree
6
Strongly
Agree
3. I anticipate that the client will attempt to attend most sessions, [lack of understanding
1
Strongly
Disagree
2 3 4 5
Disagree Slightly Slightly Agree
Disagree Agree
6
Strongly
Agree
4. I anticipate 
[complexity o1
that the client will be feeling more enthusiastic when therapy is finished. 
' experience: no ending]
1
Strongly
Disagree
2
Disagree
3
Slightly
Disagree
4
Slightly
Agree
5
Agree
6
Strongly
Agree
5 .1 am reluctant to work with this client, [lack of understanc ing by health service]
1
Strongly
Disagree
2
Disagree
3
Slightly
Disagree
4
Slightly
Agree
5
Agree
6
Strongly
Agree
6 .1 anticipate that the client will be experiencing less feelings of lowness when therapy is 
finished, [complexity of experience: no ending]
1
Strongly
Disagree
2
Disagree
3
Slightly
Disagree
4
Slightly
Agree
5
Agree
6
Strongly
Agree
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1. In comparison to most referrals this referral will be more complex, [lack of
1
Strongly
Disagree
2 3 . 4 5
Disagree Slightly Slightly Agree
Disagree Agree
6
Strongly
Agree
8. I anticipate that the client will be feeling more in control of their life when therapy is 
finished, [complexity of experience: no ending]
1 2 3 4 5 6
Strongly Disagree Slightly Slightly Agree Strongly
Disagree Disagree Agree Agree
9. This client will not benefit from therapy. complexity of experience: no ending]
1
Strongly
Disagree
2
Disagree
3
Slightly
Disagree
4
Slightly
Agree
5
Agree
6
Strongly
Agree
10. In comparison to most referrals this referral will be difficult to have a focus, [lack of
1
Strongly
Disagree
2 3 4 5
Disagree Slightly Slightly Agree
Disagree Agree
6
Strongly
Agree
* denotes sub-themes. Themes were not included in questionnaires.
242
Research Dossier
APPENDIX 6: MANIPULATION CHECK
Brief Knowledge Scale
This is a brief questionnaire to make certain that you are clear about all the information 
in the referral letter. If you are unsure about any question please refer to the referral 
letter again.
Please tick “True” or “False” for each question.
True False
1. The client is divorced.  - ----------
2. The client finds physiotherapy helpful
3. The client has a husband.   -
( “Husband” i f  client is male; “Wife” i f
client is female i.e. checking gender variable)
4. The client feels pain radiating down one
leg only............................................................... ............... .............
5. The client is 30 years old -----------  ----------
6. The client misses approximately one day a
week off work. .............  .............
7. The client feels he/she has no control
over her/his life.------------------------------------- ----------  ----------
8. The client has one child. .............  .............
9. The client has a bulging lumbar disc
(T0 check medical justification variable) .............
10. The client hurt her/his back in a
motor bike accident.......................................................  .............
11. The client reports not being able to
get out of bed.-------------------------------------- ----------  ----------
12. The client is a psychologist..........................................  .............
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APPENDIX 7: INFORMATION SHEET
Information Sheet
I am a fellow trainee, studying for a PsychD. in Counselling Psychology in the 
University of Surrey. As part of my third year research, I am conducting a study, which 
examines trainee (both counselling and clinical) psychologists’ knowledge of working 
with chronic pain sufferers.
Many of us are or will be working therapeutically with individuals suffering from 
chronic pain. However, there is very little research on the extent of trainees’ knowledge 
of working with this client group. Therefore, I am undertaking this research in order to 
get a better understanding of what this knowledge is. I am hoping that this research will 
help those i.e. trainees, counsellors, psychologists etc in working therapeutically with 
people who are suffering from chronic pain. Thus, I would really appreciate your 
participation.
Participants for my study do not have to meet any other criteria apart from being a 
‘trainee’, since the study aims to measure the knowledge of the ‘average’ trainee 
counselling and clinical psychologist.
Your involvement will be to complete a questionnaire, which will take approximately 
10-15 minutes. The entire questionnaire is anonymous and potential identifying details 
will be reported only in statistical form. At no time will the information sought from the 
questionnaire be given to a third party.
Participation in this research is completely voluntary. You can withdraw at any time and 
do not have to give a reason for this. All data will be handled in accordance with the 
Data Protection Act 1998. When the questionnaire is completed please return to me 
using the provided stamped addressed envelope. By returning the questionnaire you will 
have consented to your involvement in my research project.
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If you have any questions about this questionnaire, my research or the outcome of this 
study, please do not hesitate to contact me at;
Natalie Hession
Trainee Counselling Psychologist 
Department of Psychology 
University of Surrey 
Guildford GU2 7XH 
Telephone: 01483.456977 
e.mail: nataliehession@campus.ie 
Supervised by: Dr. Chris Fife-Schaw 
e.mail:c.fife-schaw@surrey.ac.uk 
&
Dr. Jason Ellis 
e.mail: j.ellis@surrey.ac.uk
Please find the contact information for the following support organisation if, for any
reason, you become distressed whilst completing this questionnaire
Samaritans
Tel: 08457 90 90 90
E-mail: JO@samaritans.org
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APPENDIX 8: CONTRIBUTION OF ITEMS TO ‘EXPECTATIONS FOR 
THERAPY’ SCALE RELIABILITY
Reliability if 
Item Deleted
1 .1 feel positive about working with this client. .665
2. The client is likely to report less pain when, therapy has finished. .735
3 .1 anticipate that the client will attend most sessions .743
4 .1 anticipate that the client will be feeling more enthusiastic when therapy is 
finished. .697
5 .1 am reluctant to work with this client. .670
6 .1 anticipate that the client will be experiencing less feelings of lowness when 
therapy is finished. .714
7. In comparison to most referrals this referral will be more complex. .748
8 .1 anticipate that the client will be feeling more in control o f their life when 
therapy is finished. .703
10. In comparison to most referrals this referral will be difficult to have a focus. .695
(scale alpha = .73)
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APPENDIX 9: SCREE PLOT OF EIGENVALUES FOR EACH FACTOR FOR 
THE EXPECTATIONS FOR THERAPY SCALE
Scree Plot
3 . 0  —
2 . 5  —
2.0  —
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&
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APPENDIX 10: CONTRIBUTION OF ITEMS TO PRIOR BELIEFS’ SCALE 
RELIABILITY
Reliability if 
Item Deleted
1. Have had their condition caused by clinical depression.
2. Are likely to litigate.
3. Are attention seeking.
4. Are not exaggerating their pain.
5. Are lazy.
6. Are not malingerers.
7. Have had their condition caused by a physical injury.
8. Are not hypochondriacs
10. Have had their condition caused by a disease.
13. Have had their condition caused by anxiety.
14. Are pessimistic.
15. Are not to blame for their condition.
.690
.685
.679
.703
.682
.706
.752
.690
.741
.715
.702
.709
(scale alpha = .72)
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APPENDIX 11: SCREE PLOT OF EIGENVALUES FOR EACH FACTOR FOR 
THE PRIOR BELIEFS SCALE
Scree Plot
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APPENDIX 12: PERSONAL REELECTIONS
My interest in this particular topic was sparked by a qualitative research project I carried 
out last year. The study explored the experience of depression in the context of CP. 
What really struck me and what spurred me to begin this project, was that participants 
constantly reported that they were not believed by others, especially the health services. 
There was a perpetuating belief that the health services had preconceived judgements 
about their condition which they felt contributed to the poor treatment they received. I 
could strongly identify with the participants’ narratives as my own experience of having 
chronic LBP was very similar in terms of feeling judged by the health services. I hoped 
that doing this current research would allow me to explore in a more empirical manner 
whether these concerns could be found when therapists were the health professionals 
involved.
Similar to my first year research project I was bombarded with the medicalised language 
of the area I was researching. It had such a formal, distant style which is uncharacteristic 
of counselling psychology. I struggled to keep the balance between holding the meaning 
of the medicalised research I was engaged in, keeping the scientific style of the 
statistical research I was reporting and at the same time trying to allow room for the 
more informal, person-centred voice of the counselling psychologist. It was an arduous 
task which involved trying to think from all disciplines at the same time. Individuals 
from the different disciplines, i.e. counselling psychology and health psychology, were 
constantly informing me about areas where they felt their discipline should be 
represented. This involved writing and re-writing drafts to achieve the fine balance. I 
wondered if I ever could achieve this.
Although, I did pilot the questionnaire and changed some of the items according to the 
feedback, I believe, with the benefit of hindsight, that designing a questionnaire without 
much previous research to draw on was too ambitious given the time constraints. I think 
that in order for the questionnaire to have been a more useful tool for the purpose of this 
project further careful pilot work would have been needed. Designing an interview 
schedule last year was a very different experience indeed, as the questions in the
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interview schedule were meant to open up venues for further exploration, as opposed to 
having participants just agree/disagree with a statement. I found that exercise more 
inspiring, as it gave room for unexpected issues to arise from the interviews whilst a 
questionnaire can only answer the question that was posed in the first place. I felt 
frustrated and I believe this was reflected by many of the participants who frequently 
wrote comments next to the questions such as “I feel it difficult to give a ‘yes’ or ‘no’ 
answer” or “I feel uncomfortable not being able to explain how I feel”. Moreover, I also 
found that conducting qualitative research was more congruent with my experience of 
being a trainee counselling psychologist and perhaps that is the reason that I enjoyed 
carrying out the qualitative research project so much more. Specifically, exploration is 
an aspect of the therapeutic work that I particularly enjoy, and exploration was an 
important aspect of my qualitative research. Temporarily, whilst compiling the 
questionnaire I began to think that all that existed was limited to a dichotomous answer; 
meaning and experience felt lost. I agree with Woolfe (1996) that the way for 
counselling psychologists to become scientific practitioners, is to occupy a pivotal 
position between positivist and interpretivist research paradigms i.e. this project and my 
previous qualitative project. Thus designing a questionnaire and carrying out a 
quantitative research project has been a useful experience.
Before analysing the data I had been very concerned about what the results would 
convey. I was aware that my lack of questionnaire design experience and the fact I 
probably would have needed to undertake further pilot work on a larger scale, had the 
potential to cause difficulties with the statistical analyses. As I started to carry out the 
data analysis, I became more and more disheartened as numerous difficulties with the 
questionnaire emerged during the factor analysis, and the majority of the statistical tests 
did not yield any significant differences. When I had completed all the statistical 
analyses and had the results, I felt very disappointed. Those feelings were due to this 
topic being very close to my heart and my wanting to make a useful contribution to this 
field.
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As I was writing the report up I began to realise that I had strong ‘prior beliefs’ about 
CP. I firmly believed that CP is both a psychological and a physically condition and I 
was surprised when I realised from my findings that many of the participants believed 
psychological therapies to be ineffective for LBP thus implying LBP to be mainly a 
physical condition. This was interesting for two reasons; first it suggested one 
explanation for the insignificant findings and also I realised that I, like everyone else, 
hold prior CP health beliefs. When I wrote up my project my disappointed feelings 
subsided somewhat as I discovered that there were some important significant findings
i.e. the importance of previous CP training. This finding was personally significant for 
me as before the project I had passionately felt that the counselling psychology 
professional courses should begin to put some emphasis on the subject of pain and pain 
management, and now I had some concrete ‘evidence’ for believing this.
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APPENDIX 13: TARGET JOURNAL: Psychology & Health 
Instructions for Authors:
INTRODUCTION
Submission of a paper to Psychology & Health will be taken to imply that it represents 
original work not previously published, that it is not being considered elsewhere for 
publication, and that if accepted for publication it will not be published elsewhere in the 
same form, in any language, without the consent of editor and publisher. It is a condition 
of the acceptance by the editor of a typescript for publication that the publisher 
automatically acquires the copyright of the typescript throughout the world.
SUBMISSION OF MANUSCRIPTS
Three copies of each manuscript, and an electronic version, should be sent to Paul 
Norman. Department of Psychology, University of Sheffield, Sheffield, SIO 2TP, UK. 
Each paper will be read by at least two referees.
FORMAT OF MANUSCRIPTS
Manuscripts should be typed according to the guidelines in the Publication Manual of 
the American Psychological Association (4th edition, 1994); however, please follow the 
present Instructions for Authors in cases of contradiction with the APA guidelines. 
Manuscripts should not exceed 30 pages (including references, tables, figures, etc).
Title page: This should contain the title of the paper, a short running title, the name and 
full postal address of each author and an indication of which author will be responsible 
for correspondence, reprints and proofs. Abbreviations in the title should be avoided.
Abstract: This should not exceed 150 words and should be presented on a separate 
sheet, summarizing the significant coverage and findings.
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Key words: Abstracts should be accompanied by up to six key words or phrases that 
between them characterize the contents of the paper. These will be used for indexing 
and data retrieval purposes.
TEXT HEADINGS
All headings in the text should be set over to the left-hand margin, and the text should 
begin on the next line. Type first level (sectional) headings all in capitals. For second 
and third level headings, only the first letter of the first word should be a capital. 
Underline third level headings. For example:
FIRST LEVEL TEXT HEADINGS
Second Level Text Headings
Third level text headings
REFERENCES
References should be indicated in the text with the author's name and year of publication 
in parentheses. If there are two authors, both names should be given. If there are more 
than two authors, all should be given on the first occasion, and then the first author "et 
al." should be used subsequently. Use "and" between author names mentioned in the text 
and an ampersand (&) when mentioned in parentheses and in the reference section. The 
full list of references should be given in alphabetical order on a separate sheet, with 
titles of books and journals given in full. Generally, the APA guidelines should be 
followed for the references. Examples:
1. Johnston, M. (1984) Dimensions of recovery from surgery. International Review o f  
Applied Psychology, 33(4), 505-520.
2. Smith, A.P., Tyrrell, D.A.J., Coyle, K.B., Higgins, P.G. and Willman, J.J. (1990) 
Individual differences in susceptibility to infection and illness following respiratory 
virus challenge. Psychology and Health, 4, 201-211.
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FIGURES
Ail figures should be numbered with consecutive arabic numerals, have descriptive 
captions and be mentioned in the text. Figures should be kept separate from the text but 
an approximate position for each should be indicated in the margin. It is the author's 
responsibility to obtain permission for any reproduction from other sources.
Preparation: Figures must be of a high enough standard for direct reproduction. They 
should be prepared in black (India) ink on white card or tracing paper, with all the 
lettering and symbols included. Axes of graphs should be properly labelled and 
appropriate units given. Photographs intended for halftone reproduction must be high 
quality glossy originals of maximum contrast. Redrawing or retouching of unsuitable 
figures will be charged to authors.
Size: Figures should be planned so that they reduce to 10.5 cm column width. The 
preferred width of submitted drawings is 16-21 cm, with capital lettering 4 mm high, for 
reduction by one-half. Photographs for halftone reproduction should be approximately 
twice the desired size.
Captions: A list of figure captions should be typed on a separate sheet and included in 
the typescript.
TABLES
Tables should be clearly typed with double spacing. Number tables with consecutive 
arabic numerals and give each a clear descriptive heading. Avoid the use of vertical 
rules in tables. Table footnotes should be typed below the table, designated by superior 
lower-case letters.
255
Research Dossier
PROOFS
Authors will receive proofs (including figures) by air mail for correction, which must be 
returned within 48 hours of receipt. Authors' alterations in excess of 10% of the original 
composition cost will be charged to authors.
Early Electronic Offprints:
Corresponding authors can now receive their article by e-mail as a complete PDF. This 
allows the author to print up to 50 copies, free of charge, and disseminate them to 
colleagues. In many cases this facility will be available up to two weeks prior to 
publication. Or, alternatively, corresponding authors will receive the traditional 50 
offprints. A copy of the journal will be sent by post to all corresponding authors after 
publication. Additional copies of the journal can be purchased at the author's preferential 
rate of £15.00/$25.00 per copy.
REPRINTS
Twenty-five reprints per article will be sent to the senior author free of charge. 
Additional copies may be purchased when returning proofs.
PAGE CHARGES
There are no page charges to individuals or to institutions.
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